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ON THE PRESENSE STATE OF KNOWLEDGE 
oe ® THe CONEERTEANCE OF SYPHILIS. 


By Professor A. WEIL, of Heidelberg. 
(Continued from vol. vi. p. 770.) 


THE second question to be solved refers to the possibility of 
the actual cecutretice’ Of. mitra-uterine infection, © “Ft. ‘is 
this: Cana child, both of whose parents were healthy at ~ 
the time of procreation, have hereditary syphilis, if the 
mother acquires syphilis for the first time during the course 
of her pregnancy? By the majority of authors, as Kasso- 
witz justly remarks, this question is either treated as a 
secondary consideration, or an affirmative answer is assumed 
as self-evident, without the production of any positive proof 
in support of it. Of the supporters of the doctrine of intra- 
uterine infection, some (most authors) regard the first, 
some (Rosen) the second half, some (Diday) the middle 
period, some (Cullerier,, Oewre) the whole duration of 
pregnancy as the time during which the foetus can be 
infected in the mothers. Only Mandon, Von Barensprung, 
Geigel, and, above all, Kassowitz, deny altogether this 
manner of transmission. | 

That such an intra-uterine infection of a child heaithy 
from its procreation does not take place invariably when a 
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pregnant woman acquires syphilis, must be admitted even 
by those who assume that it occurs in many cases. It is 
indeed an undeniable and frequent occurrence, which may 
easily be observed, that women who are suffering from 
recent forms of constitutional syphilis bear children who are 
healthy and remain healthy. As to the question of intra- 
uterine infection itself, I must freely acknowledge that I 
have neither ever myself observed a case demonstrating it, 
nor can I accept as proof of it the facts recorded by others. 
Certainly I have often enough seen children affected by 
hereditary syphilis whose mothers were suffering from rela- 
tively recent syphilis. But this is far from justifying the 
assumption of intra-uterine infection. That is only per- 
mitted, if the healthiness of the father is established, and if 
it can also be shown that the mother was not infected till 
after the conception. The latter condition can scarcely be 
fulfilled unless the reporter has himself observed the 
development of the primary lesion, or the first outbreak of 
constitutional symptoms. For we can as little ascertain the 
age of the syphilis from the rich crop of condylomata which 
in such patients almost invariably surround the genitals and 
the anus, as we can from the statements of the women, by 
-whom the primary lesion, from its situation in a locality out 
of sight and not easily accessible, only too often remains 
unnoticed. But supposing that we had ourselves been able 
to watch the outbreak of syphilis in the third or fourth 
month of pregnancy, the hereditary syphilis of the child 
would prove nothing as to intra-uterine infection, unless the 
healthiness of the father at the time of procreation were 
beyond doubt. None of the cases brought forward by 
different authors as evidence of intra-uterine infection fulfil 
these conditions. In some. the condition of the father’s 
health was not regarded ; in some the date of the mother’s 
infection was not fixed with sufficient certainty : in some 
again: a well-founded question might be raised as to the 
syphilis of the child. Death of the foctus zy wero, abortion, 
“Miscarriage, or birth at full term of feeble children which 
quickly died, are certainly frequent results of syphilis in the 
mother, but are by no means to be identified with hereditary 
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syphilis: for the diagnosis of this clinical or anatomical 
evidence of syphilitic appearances in the child is necessary. 
It appears, therefore, so far as my acquaintance with 
literature and my own experience goes, that intra-uterine 
infection has not as yet been positively proved. I am far, 
however, from denying its occurrence, or wishing to represent 
it as very improbable. On the contrary, I agree with 
Caspary, that the theoretical objections against the impossi- 
bility of intra-uterine infection upon which Kassowitz relies 
are by no means conclusive. If Kassowitz argues that the 
inheritance of disease sometimes by procreation, sometimes 
by intra-uterine infection, has no analogy in the whole of 
pathology, it may be answered that syphilis itself as a 
chronic contagious disease, whose contagious character con- 
tinues for years, occupies quite an exceptional position. 
Further, Kassowitz regards it as inconceivable that two 
processes, so distinct from each other as true inheritance and 
intra-uterine infection, can give rise to a disease so distinctive 
and uniform to its character as hereditary syphilis. But 
the two processes are not so altogether distinct in nature, 
for the inheritance of syphilis is nothing else than the com- 
munication of a specific contagion to a single cell (the 
ovum or sperm-cell), while intra-uterine infection is the com- 
munication of the very same poison to a collection of cells, 
the size of which differs according to the age of the fcetus, 
Moreover, in my opinion, hereditary syphilis has not such an 
altogether distinctive and uniform character. I have brought 
evidence to show that it is just as contagious as acquired 
syphilis, and conveys to others by infection just the same 
form of disease. And the symptoms of hereditary syphilis 
itself have by no means in all cases a specially distinctive 
character. By what other means than by the absence of 
the primary lesion can a hereditary syphilis which manifests 
itself in the third month after birth under the form of a 
papular exanthem, or by condylomata at the anus, papules 
on the mucous membrane of the mouth, &c. (and Kasso- 
witz himself describes such cases), be distinguished from a 
syphilis acquired soon after birth ? If it can be distinguished 


at all, it yet resembles the acquired form much more than it 
B 2 
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does those severe forms of hereditary syphilis in which diffuse 
infiltrations of the skin, especially on the palms of the hands 
and soles of the feet, and bullous eruptions are found, or 
those in which already in the earlier months of foetal life 
extensive visceral lesions have been developed. cae 

Still less conclusive appear to me to be the conclusions 
as to the nature of the syphilitic poison, to which Kassowitz 
comes, on the ground of his negative experience as to intra- 
uterine infection. Certainly the contagion of syphilis is a 
fixed one: that is to say, it is united to the elements of 
the diseased organism.: But to say that it is obviously 
attached to pus-cells and blood-corpuscles appears to be 
hypothetical, so long as no one has demonstrated chemically 
or microscopically the syphilitic poison. So long as we 
only know that it is contained in the blood of syphilitic 
persons, as well as in the secretions of indurated ulcerations, 
of condylomata, syphilitic pustules, and excavating ulcers, 
it is quite as open to us to imagine to ourselves that it is 
contained in the inter-cellular fluid, as that it is attached to 
the blood corpuscles. Just because we know nothing of the 
nature of the syphilitic poison, we must not decide @ przor7 
against the possibility of intra-uterine infection. But even 
if, with Kassowitz, we regard the cellular elements as the 
carriers of the poison, yet, since the passage of blood- 
corpuscles through the walls of the vessels is proved, we are 
not justified in regarding as an impossibility their passage - 
from the maternal into the foetal circulation. In the case 
of small granules the possibility of this happening has been 
proved. I allude to the experiments of Reitz and Caspary, 
who, after the injection of cinnabar into the blood of pregnant 
rabbits, found granules of cinnabar in the placenta, and in 
the blood of the umbilical vessels, 


If we sum up the results of our consideration so far, they 
,are these :— 


(1.) Syphilis ts transmitted to the fetus by inheritance in 
the narrower sense. ; 

(2.) L ntra-uterine infection of a fetus which was healthy 
Jrom ws procreation as the result of syphilis acquired by the 
mother during pregnancy, has not yet been demonstrated, but 
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the possibility of such an occurrence cannot, on theoretical 
grounds, be set aside, 

To the simple fact that syphilitic parents may transmit 
the disease to their children, are attached a number of other 
questions, the solution of which, to say nothing of scientific 
interest, appears to be in the highest degree important 
for the practitioner. -Is syphilis more frequently inherited 
directly from the father or from the mother? Is syphilis 
from the father displayed in the child in the same or a 
different manner from that derived from the mother? If 
both parents are syphilitic at the time of procreation, does 
an addition of the poison contained in the generative cells 
on both sides take place in such a way that the disease of 
the fcetus is more intense than when syphilis is inherited 
only on one side? How long does the capacity of the 
parents to transmit syphilis last? Is this capacity different 
in degree in the different stages of the disease? Is the 
inheritance necessary or only possible? Does any regular 
relation exist between the disease of the foetus and the 
intensity or age of that of the parent who transmits it? 

As regards the question whether syphilis is more frequently 
inherited direct (ze, without intermediate disease of the 
mother) from the father or from the mother, according to 
the views of Hutchinson, Zeissl, Kassowitz, and many others, 
syphilis is much more frequently inherited directly from the 
father than from the mother. Yet if we are perfectly strict 
in apportioning the responsibility, and only reckon those 
cases as directly inherited from the father, in which the 
mother was certainly never syphilitic either before or during 
the pregnancy, we shall be obliged to refrain from any 
positive numerical statement on the subject, because it is 
precisely this point which often remains obscure. Very 
frequently both parents are syphilitic ; the rarest case is for 
the mother alone to be so while the father is healthy. 
Indirectly the father is the guilty party in the enormous 
majority of cases. The course of affairs generally is that 
men with manifest or latent syphilis marry healthy women, 
and with these women, who themselves either escape 
infection or become also syphilitic, according as the man 
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remains free from infective symptoms or not, beget syphilitic 
children, Similarly, when one or both acquire syphilis after the 
marriage, it is almost invariably the man who brings syphilis 
into married life. In the upper classes of society especially 
those cases are rarities, in which the woman brings syphilis 
into married life, or acquires it after marriage from an 
external source. To the former category belong those 
widows who engage in a second marriage with a syphilis 
which originated from the first. 

The analogy with other diseases and predispositions to 
disease communicable by inheritance, renders it in the highest 
degree improbable that the syphilis of the child should bear 
in its manifestations themselves any token of their paternal 
or maternal origin. In fact, scarcely any other observer has 


been able to confirm the strange assertion of Von Barensprung, | 


that lesion of the liver denotes a preponderance of the father’s, 
lesion of the lungs that of the mother’s, influence. On the 
contrary, almost all authors, with remarkable unanimity, 
regard the position as established that there is no distinction 
between syphilis inherited from the father and that inherited 
from the mother. Nevertheless, it is more unfavourable for 
the fcetus that the mother should impart the syphilis. For 
while in inheritance exclusively from the father the foetus is 
exposed only to the dangers of hereditary syphilis itself, in 
inheritance from the mother it is, in addition, threatened by 
those mischances which the syphilis of the mother is apt to 
bring about—namely, abortion or miscarriage, which expe- 
rience shows to occur without any disease of the foetus. On 
this account the prognosis for the child is much greater when 
both parents are affected than when the father alone is 
syphilitic. Another question, however-—namely, whether the 
syphilis of the. child has a greater intensity when both 
parents are affected—cannot be decided from the evidence at 
present available. 

How long does a syphilitic father or mother retain the 
unfortunate faculty of producing syphilitic children > So 
soon as we begin to regard the faculty of imparting syphilis 
by inheritance, not as something altogether peculiar, but. as 
a symptom of the parent’s syphilis, which may be ranked 


— 


As to the Inherttance of Syphilis. 7 


with syphilitic lesions of the skin, mucous membrane, or 
bones, it becomes clear that the duration of this symptom 
is a very variable one, and depends upon external circum- 
stances, especially upon the treatment adopted. The faculty 
of transmitting by inheritance commences with the first out- 
break of general syphilis, and continues for the most part, if 
the syphilis itself is overlooked, for a long course of years, to 
disappear at length gradually. Moreover, it is quite indepen- 
dent of visible outbreaks of constitutional syphilis upon skin, 
mucous membrane, &c., so that tt may continue during periods 
of latency, and then constitute the only symptom of the disease. 
The last proposition is sufficiently proved by the fact that a 
large proportion of children owe their syphilis to a father 
whose syphilis was latent at the time of procreation. 

The actual duration of the faculty of transmitting by 
inheritance is fixed by the interval which intervenes between 
the infection of the parent, or the appearance of the first 
syphilitic foetus, and the birth of children which are healthy 
and remain so. This interval extends, as appears especially 
from the tables of Kassowitz, in a considerable proportion 
of cases to five, not unfrequently to six, seven, or eight, and 
occasionally even to eleven or twelve years. Henoch actually 
observed the birth of a syphilitic child twenty years after 
the infection of the mother. The number of syphilitic 
children born in any such marriage naturally varies with this 
varying interval. But, from the tables referring to this point 
published by Kassowitz, it is clear that in a considerable 
number of cases from one to three, occasionally four, five, 
Six, or seven, and in two instances respectively, nine and 
ten syphilitic births followed in succession. In _ these 
facts is found the most striking refutation of the view, the 
fallacy of which many authors point out-—namely, that 
syphilitic women remain sterile. The variation in the 
duration of the power of transmission explains also its 
variable relation to tertiary symptoms in the parents. A 
number of well-established observations exist, showing that 
parents having tertiary symptoms may produce either 
syphilitic or healthy children. Nevertheless, the birth of 
healthy children is the rule under these circumstances, a 
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fact which deserves especial notice, since it shows that a 
healthy delivery is by no means a perfect guarantee against 
a relapse in the parents. Such relapses may appear within 
the period of the so-called secondary symptoms, especially 
when the parent’s syphilis has become latent in consequence 
of mercurial treatment. This was so in a case of Guntz, 
and in the following observed by myself. 

Mr. N. consulted me first in May, 1876, on account of 
an eruption on the scalp and hands. He stated that in 
1866 he acquired syphilis, which was treated by mercury. 
In 1870 he married, and had three healthy children, the last 
in 1873. - In September, 1375, and thesefone “ater a 
latency of nine years, an eruption of syphilitic impetigo 
appeared on the scalp and hands, and had remained up to 
May, 1876. The wife is free from any symptoms of 
syphilis. 

It is true that this case is not absolutely conclusive, for 
it might be conceivable that, in spite of the assurances of 
the husband, he had been reinfected by syphilis after the 
procreation of the last child, or infected for the first time, 
if any doubt be felt of the syphilitic nature of the disease in 
1866, which was only known to me by report. But under 
either of these suppositions it is hard to understand how the 
wife escaped infection from the fresh disease of her hus- 
band. 

All authors agree that energetic anti-syphilitic—and 
especially mercurial—treatment has the greatest influence 
upon the duration and disappearance of the faculty of 
transmission. By such treatment in any stage of syphilis 
the faculty of transmission by inheritance may be either 
completely abolished, or at least rendered latent for a series 
of YSRES. In the former case, in spite of a relatively recent 
syphilis in the parents, healthy children are born, and remain 
a ane ; nel OUI the birth of one or 

In the absence of any mercurial rest ee 
syphilis in the parent, at ea PR a 
Kassowitz holds, for at ae, en at 
Esmee f wea apre re seven, and on the average ten 

) y inheritance, so that within this 
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period the birth of a healthy child is impossible? In other 
words, is the faculty of transmission a necessary quality of 
every untreated syphilis, or is it dependent upon circum- 
stances? Kassowitz, from the statistics of 330 births, 
from 119 syphilitic marriages, holds the transmission of 
syphilis which has not been weakened by a full course of 
mercury, or by a long interval of years, to be an absolute 
necessity.* 

The cases recorded by other authors (Koébner, Hebra), 
in. which parents suffering from recent and_ untreated 
syphilis nevertheless produced healthy children, are certainly 
exceptional. 

If in a series of syphilitic marriages we trace out the 
history of the whole progeny, from the first pregnancy 
which followed after the infection of the parents up to the 
birth of a child which is healthy and remains so, in each 
group formed by the children of such a marriage the 
same phenomena are repeated with a certain regularity, 
namely, that the children engendered in the first years 
(2-3) after the infection of the parents are almost in- 
variably born prematurely and only exceptionally viable, 
that only the later children come into the world at full term 
and capable of living, and that among these latter the visible 
outbreak of syphilis follows so much the later, the farther 
removed the time of procreation is from the date of infection 
in the transmitting parent. This fact, already emphasised 
by the most various authors, found its full confirmation in 
the numerous observations of Kassowitz. On account of its 
importance I will quote a complete series of this kind re- 
corded by that author. 

The mother did not acquire syphilis till after de birth of 
the first child ; then followed a series of syphilitic children 
until the faculty of transmission was exhausted. 

I. 1863. Girl, always healthy. Three months after the 
birth of this child the mother is infected, and treated in 
hospital. 


* Kassowitz here reckons abortions or still-births, as well as children who died 
soon after a premature or natural birth, among instances of hereditary syphilis, 
even though no signs of the disease were manifest. 
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2. 1865, Autumn: a boy stillborn in the seventh month. 

3. 1,866, atthe end~<of the.year: a bey, Bom in. tie 
seventh month, lived five hours. 

‘4. 1867, at the end of the year: a boy, at full term, still- 
born. 

5. 1869, January: a boy, at full. term: affected im tue 
first week by an eruption over his whole body, which con- 
tinued until his death at the age of four months. 

6. 1870, January: a boy, at full term. affected at the 
sixth week by a papular and macular rash: relapses up to 
fifteen months: now ill nourished, rachitic, with characteristic 
physiognomy. 

7. 1876, February : a boy, healthy. 

Before we undertake the analysis of these phenomena, it 
appears well worth while to examine whether Kassowitz is 
justified in laying down the law revealed in them as being 
that of the spontaneous gradual diminution in the intensity 
of the faculty of transmitting syphilis by inheritance. A 
law expressed in this manner plainly declares that the 
hereditary syphilis of the children first engendered is more 
intense than that of the later ones, and that it gradually 
diminishes in intensity until healthy children are reached. 
It first of all therefore requires demonstration that the 
children which come nearest in time to the infection of the 
parents really have hereditary syphilis. But the demon- 
stration is given in an insufficient manner by Kassowitz. 
The same author, who, in the zeal of his contention against 
the occurrence of intra-uterine infection, lays down, with per- 
fect correctness, the rule that “the syphilis of the child must 
be proved by indisputable signs. Its premature birth, death 
within the uterus, weak constitution at birth, or early death, 
without any outbreak of syphilitic symptoms, are by no means 
sufficient to justify the assumption that it was affected by 
syphilis’—the same author, in the case of the progeny of 
parents who were syphilitic at the time of procreation, again 
and again bases upon this very same insufficient evidence the 
diagnosis of hereditary syphilis. If we subject to critical 
examination the results of the thirty marriages of which Kas- 
sowitz gives a detailed account, we find reckoned among the 
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children affected by hereditary syphilis more than fifty of 
whom we find nothing further is said than that they came 
into the world dead, or prematurely died soon after their 
birth, That the records of some syphilitic symptoms 
or other in the children have not been omitted from for- 
getfulness, we may gather from some expressions of the 
author. At one place we find: “ Not only in the first case, 
in which the initial fever or general constitutional affection 
kills the foetus in the uterus, but in the second, in which it 
leads to premature birth, and the feeble child perishes before 
the outbreak of visible symptoms, it may happen, and indeed 
frequently occurs, that in the foetus itself, on the most minute 
examination, no indisputable sign of its inherited dyscrasia 
can be discovered.” At another place the author writes— 
“On the whole, the cases in which the result of the post- 
mortem examination is negative are the more frequent, be- 
cause the premature delivery and the death of the fcetus 
generally occur before the outbreak of any visible and de- 
monstrable symptoms.” But since the initial fever and 
general constitutional affection of the foetus remain hypo- 
thetical, and are beyond the reach of verification, this means, 
when translated into the temperate language of scientific 
observation, nothing else than that the majority of the progeny 
of syphilitic parents which come into the world dead, or pre- 
mature and incapable of life, present neither to clinical nor 
anatomical investigation a single sign of syphilis. With 
what right can he in such cases speak of the syphilis of the 
child, or deduce from them laws as to the inheritance of 
syphilis ? 

I am aware that even in the abortions and premature 
children of syphilitic parents, it has been possible, in some 
cases, to show indisputable signs of syphilis ; but, never- 
theless, or rather for this very reason, we are not justified in 
at once assuming hereditary syphilis in those premature 
foetuses also in which such changes are absent, and 
making the unproved syphilis of the child answerable for the 
abortion, by supposing that the foetus has succumbed to the 
equally unproved initial fever or constitutional disturbance 
of the disease. In all cases in which the syphilis of the 
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aborted or premature foetuses remains questionable, nothing | 
can be said of transmission of syphilis by inheritance in the 
first years after the infection, and it is open to any one to 
date the faculty of transmission in the parents from that 
child in which indubitable symptoms of hereditary syphilis 
first appear. It is obvious that on this mode of reckoning 
there would not be a gradual diminution of the intensity, 
but that it would remain latent for a considerable period 
from the date of infection of the parent, to reach, not before 
the second or third year, an acme which reveals itself by 
the birth of a foetus which is early and extensively diseased, 
and from that time gradually to diminish. For these reasons 
it appears to me much more scientific merely to lay down 
the facts that, as a rule, the children engendered in the first 
years of the existence of an untreated syphilis in the parents 
are born prematurely and incapable of life, and only 
occasionally show unmistakable signs of syphilis. Only the 
later offspring come into the world at full term, and capable 
of living, and from the birth of the first actually syphilitic 
child, there may be observed a diminution in the intensity of 
the power of transmission of such a kind that the syphilis of 
the child is milder in its course, and its visible outbreak occurs 
later, the more distant ts the time of procreation from the 
date of infection of the parent. It is therefore, above all, 
the age of the syphilis in the transmitting parent which 
rules the fate of the child and the intensity of the inheritance. 


(Lo be continued.) 


CONDITION OF THE UTERUS IN HYDATINIFORM 
DEGENERATION OF THE CHORION 
OR VESICULAR MOLE. 
By J. Braxton Hicks, M.D., ERS. 
Obstetric Physician, and Lecturer on Obstetric Medicine and to Guy’s Hospital. 
IN your February number Dr. Godson narrated two cases of 


this form of mole pregnancy ; and pointed out that the feel 
of the uterus as observed in his cases did not illustrate the 
sign which Dr. Leishman held to be “in the highest degree 
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characteristic,” namely, a doughy, boggy feel. But Dr. God- 
son says the tumour (which was the uterus) “felt precisely 
like the gravid uterus; and he then discusses Dr. Leish- 
man’s description, whether in the view of that author’s known 
accuracy, he (Dr. Leishman) had not observed an unnatural 
condition. 

Having paid much attention to the condition of the uterus 
during pregnancy, may I be allowed to make a few remarks 
which will I think tend to reconcile both these observers. In 
the first place, the remark of Dr. Godson that the feel was 
“precisely like the gravid uterus” is not sufficiently precise. 
The gravid uterus, and this is easily observed, certainly after 
the fourth month, varies continually in regard to its feel. If 
observed at one time it will be firm, hard, something like a 
firm, fibrous tumour; at another time scarcely recognisable, 
flabby, and indefinite in outline. Again, when it is flaccid, the 
placental mass is often readily recognisable, of a doughy feel, 
while only the foetus can be found on the other side, but not 
tresuterine outline. Im a few minutes (5, 10; or 15) the 
condition is changed, and again a firm sub-elastic symmetrical 
tumour takes its place. If then we speak of the feel of the 
gravid uterus, we must state which condition is intended to 
be described. And these remarks apply to the uterus filled 
with the vesicular mole. The alternate relaxations and con- 
tractions of the uterus, which I was the first to point out as 
existing through the whole of pregnancy, occur in this form 
of conception,* as had been noticed by Dr. McClintock+ and 
by myself. If the uterus be felt while contracted it will be 
firm and semi-solid; if during the relaxed state then it will 
be more like Dr. Leishman has described it. The duration 
of the contracted state varies much in mole pregnancy, be- 
cause the uterus is irritated by the rapid growth in the 
vesicular form, and by the sudden addition to its contents in 
the hemorrhagic forms which tend to produce the carneous 
mole. Sometimes it seems almost persistent, especially in 
the latter case. 


* “Obstetrical Soc. Trans.” Lond. vol. xiii. p. 222. 
+ ‘Clinical Dis. of Women,” p. 394. 
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But it happens sometimes that a clot is poured out into 
the vesicular mass, and at that part, if the uterus be relaxed, 
it would perhaps give a“ doughy” feel. In one case which 
occurred to myself, however, the clot felt more like a fcetus 
within the uterus. . 

It is the knowledge of this habit of alternate contraction 
and relaxation in the uterus which gives us the power of 
diagnosing pregnancy, even where there is no foetus to be 
felt. 

Dr. McClintock, in his “Clinical Memoirs,” 1563, 3652 
describes a case of vesicular mole, in which he noticed the 
contraction of the uterus, and immediately from this fact 
pronounced the enlargement to be uterine. He is the first, 
I believe, that made use of this as a means of diagnosis, and 
was the first to notice the varying condition of the uterus in 
this form of mole pregnancy. Montgomery had never noticed 
the changing states, neither in normal nor abnormal preg- 
nancy—yet nothing is more easily observed——and describes 
one case of vesicular mole in which the uterus was so hard 
that it was supposed to be scirrhous. It is not difficult to 
see that these observers were viewing these different states 
as constant and not as transient. 

There are many other interesting points in relation to this 
subject, but it is only in relation to the remarks I have quoted 
that I have ventured to occupy a small portion of your 
space. 


ON -TEN TING 
By Prep. C.. Cotey,-Lok Car one 


THE operation of dilating the uterus with tents is one which 
is often difficult, and always more or less painful and dan- 
gerous. The object of this paper is to explain a few simple 
contrivances whereby the difficulties (and, therefore, to some 
extent, the pain and risk) may be diminished. 
When the uterus is to be fully dilated, it will often be 
most convenient to commence with laminaria, and when the 
os internum is sufficiently patent to admit the point of the 
index, to complete the dilatation with sponge tents, I shall 





On Tenting. 15 


assume this course to be pursued, although no doubt it is 
sometimes preferable to carry out the whole process with 
laminaria. 

It is a good plan to commence by dilating with graduated 
sounds. Asarule (open no doubt to a good many excep- 
tions) a normal uterus can be dilated with sounds, even at 
one sitting if necessary, up to No. 12, without the use of 
any force involving danger, or even much pain. The use- 
fulness of this is obvious. A larger tent, or two instead of 
one, can be used, and so a start is gained, and the operation 
may be completed, perhaps, in one sitting less-—no slight 
advantage, as it means that the patient has so much less 
time to be exposed to the pain and danger of tenting. Of 
course, in many cases it is unnecessary, the uterus being 
already morbidly patulous enough to admit a tent larger than 
INO. F2. 

In cases of fibroid, and in some cases of acute flexion, 
the difficulty of introducing a tent consists chiefly in the 
crookedness of the uterine canal. If, under such circum- 
stances, after dilating with graduated sounds, a small ordi- 
nary uterine sound be passed-——or better still, Sims’ uterine 
probe—a laminaria tent may be easily slipped in beside it, 
the uterus being straightened by the probe, on withdrawing 
which a second tent can be introduced in its place. 

In ordinary cases, Dr. Barnes’ tent introducer, made on the 
pattern of a catheter cut short, with the stylet projecting, is 
very convenient. But in difficult cases, where the uterus is dis- 
torted,and considerable power of directing the point of the tent 
is required, it seems too feeble. It easily bends. If the strength 
of the spike were increased, the tent would have to be 
weakened by enlarging the perforation. The plan above 
described, to some extent evades the difficulty, by getting 
mid, for the time, of the distortion. But it is not always 
applicable. ‘To meet this difficulty I contrived the forceps 
shown in the figure. 
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It is made by Messrs. Mayer and Meltzer, of Great 
Portland Street. The inside of the blades is furnished with 
small teeth, like those of a rasp. It closes with a simple 
catch, so that the hand is not fatigued, nor the attention dis- 
tracted by the effort of holding it shut. The tent is held 
so firmly that it forms with the forceps practically one in- 
strument, which bears a general resemblance to a uterine 
sound with Sims’ handle. I believe that with this forceps 
a tent can be inserted the whole distance in any case 
where a sound can be passed. Of course it can be used 
either with solid or hollow tents. I have found it very con- 
venient, especially in difficult cases. 

A great difficulty with laminaria tents is their tendency to 
slip out. They do not fall out. They are extruded. This 
is especially liable to happen when the uterus is flexed. The 
tent is seldom found quite free in the vagina, but with its 
point just below the point of flexion: with the cervix well 
dilated, but the os internum in statu quo. It is often re- 
commended to retain the tent by plugging the vagina, but 
this is objectionable, as it increases the risk of septiczemia, 
by retaining the discharges. And it is often ineffectual, for 
if the uterus has much tendency to extrude the tent it will 
do so, maugre the plug. It is generally recommended to 
choose a tent half an inch longer than the uterus. But if a 
tent be taken about one-third inch less than the length of 
the cavity of the uterus, it can be passed quite into the 
uterus. A second longer tent should then be passed, if 
possible the whole distance, otherwise just into the cervix, 
to dilate the os externum. It will not be extruded, for No. 1, 
resting with its base just within the os externum, is kept 
in place by it, and keeps the uterus straight and extended, 
so that it has no tendency to force out No. 2. In ordinary 
cases, if there are two tents in the os internum, and one in 
the os externum, the two ora will be about equally dilated 
when the tents are removed; because the os internum is 
much more contractile than the os externum. When a 
laminaria tent is removed it often looks as if a string had 
been tied round it at the os internum, while the os exter- 
num has left little impression upon it. There is, therefore, 
no risk of a tent being incarcerated by the os externum. 
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Before attempting to introduce No. 2, No. 1 should be 
withdrawn by the string, till it slightly projects from the os 
externum, otherwise the point of No. 2 will hitch against 
the base of. No. 1. Provided care be taken to keep the 
point above the inner os, it can be easily replaced by the 
finger, as soon as No, 2 is 27 s¢tu. 

During the whole time that the uterus is being dilated 
the vagina should be syringed with warm antiseptic lotion 
about every three hours. This lessens the risk of septicaemia, 
eases pain, and facilitates dilatation. It is well also to 
thoroughly syringe the vagina each time that the tents are 
changed. This is done most safely with the help of a 
speculum. 

I think that the best instrument for introducing sponge 
tents is a simple stout spike with a shoulder to prevent the 
tent from being jammed upon it. 

Sponge tents are often very disappointing, dilating the 
cervix largely, and leaving the os internum in statu quo. 
The base swells first, and draws the point out of the inner 
os. This may be prevented by a disposition somewhat like 
that recommended for laminaria tents. 

But some of the most annoying difficulties connected with 
tenting occur when the tents have to be withdrawn. 

The loop of silk which the instrument-makers attach to 
the tent for this purpose is usually so short and thin that it 
is seized with difficulty, and breaks if the tent is held at all 
firmly by the uterus. A piece of whipcord, sufficiently 
strong, but not clumsy, should always be substituted. It 
should be long enough to reach one or two inches out of the 
vagina. . This will save the surgeon a good deal of trouble, 
and the patient some pain. 

Sometimes, however, when the os internum is very rigid, 
the string will tear out of the tent, and there have been cases 
in which the tent has broken in halves at the point of con- 
striction. Of course, the only plan in such a case would be 
to dilate with another tent (which would be rather difficult), 
and then remove the incarcerated piece of the first one with 
forceps. But the accident is easily avoided by simply altering 
the manner of attaching the string. Let a hole be bored 
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through a hollow laminaria tent, about half an inch from the 
point. Let the two ends of the string be passed inwards 
through this hole on the opposite sides of the tent, and 
brought down through the hollow of the tent. The middle 
of the string will then go half-round the tent on the outside, 
and the ends will hang out at the bottom. There cannot 
then be any difficulty in removing the tent, if the string be 
reasonably strong. It will not at all readily cut through the 
tent, because it is placed across the grain. Nor does it, so 
placed, materially increase the difficulty of introducing the 
tent, if carefully drawn quite tight. 

A similar difficulty occurs much more Gequentdes with 
sponge tents. The string, as usually attached at the base of 
the tent, easily tears out. Asa rule, under like circumstances, 
a laminaria tent may be readily removed with forceps. But 
sponge seized with forceps easily tears, so that the tent has 
to be removed piecemeal, the operation being more like a 
complicated case of craniotomy than anything else. 

Thomas and others recommend that the string should be 
passed through the tent lengthwise. But then, if the os 
internum were much contracted, the part of the tent above 
it would be bulged out by the downward pull taking its 
bearing from the point, and so the resistance would be 
increased. Under these circumstances, it is not at all 
unlikely that the string would now and then tear its way out. 

I have successfully used the following plan: The string is 
passed through the tent about half an inch from the point. 
Half an inch below, another hole is made, and the ends of 
the string passed through it in opposite directions. This is 
repeated till the base of the tent is reached. The string is 
thus laced through and through the tent from within half an 
inch of the point. The first strain of the pull is always 
upon the base, because of friction, so that there is no bulging 
of the tent above the constricted point, although the string 
has a hold upon the whole length of the tent. 

I have had tents made by Messrs. Krohne & Sesemann, 
with this arrangement of the string. It does not practically 
interfere with expansion. 


The suggestions which I have ventured to make in this 
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paper are simple, even to triviality. But, to the best of my 
belief, they are not to be found in any of the ordinary text 
books. And I think they will be found practically useful. 


NOTE ON THE 
PRINCIPLE OF CIRCULAR CONSTRICTION IN 
THE EXTRA-PERITONEAL TREATMENT 
OF Tit PEDICLE IN ‘OVARIOTOMY. 


By Lawson Tait, F.R.C.S. 


AFTER a very considerable experience of various methods of 
dealing with the pedicle, I feel disposed to think that, save 
in those cases where it is exceptionally narrow or short, the 
most satisfactory results will be obtained from the extra- 
peritoneal method of dealing with it. But whether that be 
so or not, there unquestionably will always remain a large 
number of cases in which it will be altogether impossible to 
drop the pedicle back into the abdomen, whether it has been 
treated by cautery or ligature; and along with these must 
be classed cases of removal of uterine tumours, in very few 
of which could either cautery or ligature be trusted to. 

It comes to be therefore a very important matter to have 
a clamp which will deal effectually with a thick pedicle, and 
in such a way as to allow the abdomen to be closed as 
effectually as when the pedicle is narrow. It has been my 
misfortune to lose two cases of hysterotomy because I had 
not succeeded in accurately closing the wound, and this has 
also, I fear, occurred to me in more than one ovariotomy 
where the pedicle was very thick. 

In a recent case of hysterotomy I used two of M. Pean’s 
wire clamps, dividing a very thick pedicle between them. 
The patient, already very anemic, succumbed to recurrent 
hemorrhage, and on post-mortem examination it was found 
that one of the wires had broken by over-strain, and that the 
other had loosened by shrinking of the pedicle, or by having 
cut its way through the tissues. In any case the instrument 
seemed faulty in that its wires were so thin that they either 
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broke or cut, and these are of course both dangers which it 
is desirable to obviate. 

The object to be obtained was evidently a force of cir- 
cular constriction of the pedicle by some agent which would 
not cut and which could be depended upon not to give way 
under any strain which would be likely to be applied to it. 
The circular method of constriction is imperative, for that is 
the only way in which a thick pedicle can be arranged so 
that the wound can be accurately closed round it. 

After a large number of experiments I selected thick 
copper wire (No. 12), nickeled, and completely softened by 
being made red-hot and allowed slowly to cool, as being the 
best material to work with, 

For use I bend it into a loop, as seen in the right-hand 
figure, ready for the operation. After it has been placed 
round the pedicle, the collar B is run on close up to the 














pedicle. The handle A E is then also run on, the ends of 
the wires running with the holes F F, and the end A fitting 
into a counter-sunk hole shown by a dotted line at B. The 
pinch-screws D D are then closed tightly down on the wires, 
the screws C C being quite loose. The handle at E is then 
turned slowly till the loop of wire firmly constricts the pedi- 
cle. The tumour is then removed, and if there be any 
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bleeding, a few more turns of the handle E will secure it. 
When this is done, the pinch-screws C C are to be securely 
tightened down on the wire, and those at D D loosened. 
The handle will then come off, leaving the wire clamp with 
its collar, as seen in the right-hand figure. The ends of the 
wire are then to be turned slightly up, and the wound closed 
and dressed as usual. 

I have, within the last few weeks, used this clamp in thick 
pedicles in three cases, with perfect success, and one of those 
was the pedicle of a uterine myoma. 


Reports of Mospitul Practice. 


UNIVERSITY COLLEGE HOSPITAL. 


CHRONIC INVERSION OF THE UTERUS KEDUCED 
BY MEANS OF ELASTIC PRESSURE. 


Under the care of Dr. JoHN WILLIAMS. 


Mrs. H.,aged twenty-six,was admitted into University College 
Hospital August 30, 1878. She was the mother of three 
children, the last being two years and four months old. She 
said that her last was a difficult labour, and that the doctor 
stated the womb came down after it, and that he replaced it. 
She did not menstruate for twenty-two months after her con- 
finement, but she was regular every four weeks for the 
six months immediately preceding her admission into the 
hospital. The flow was very profuse, and latterly had so 
much increased that she had become very weak, She had 
had no pain with it.. She had had a profuse yellow dis- 
charge since her confinement. When first seen she was 
extremely anemic, almost bloodless. On vaginal examina- 
tion a tumour was found projecting into the vagina—thought 
at first to be a polypus. It was of a pyriform shape, and 
about the size of the normal uterus. Further examination, 
however, showed that it was attached all around to the rim 
of the cervix uteri, no uterine canal could be discovered, and 
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finally, no uterus could be found above in the pelvis. It was 
concluded, therefore, that the tumour was formed by the 
inverted uterus. The bowels were confined, and a dose of 
aperient medicine was given. On September 3rd, at 2 P.M, 
a cup of vulcanite mounted on a metallic stem, having a 
perineal curve similar to that described by Dr. Aveling, was 
introduced. The cup was applied to the inverted fundus, 
and to the ring at the end of the stem were fastened four 
elastic bands, two of which were carried anteriorly between 
the thighs in front of the abdomen, and fastened by tapes to 
a broad strap of adhesive plaister placed round the waist, 
the other two elastic bands were carried posteriorly and 
fastened by similar means to the adhesive strap in such a 
manner as to cause the force exerted upon the fundus uteri 
to act as far as could be judged, in the axis of the brim of 
the pelvis. At this time the temperature was 99°6° F. The 
patient complained of much pain, and a pill, containing I gr. 
of opium, was given. A second pill was given in the evening, 
but the patient vomited it. The pain continuing, a supposi- 
tory, containing 4 gr. of morphia, was administered. The 
patient had a fair night, slept a little, and complained no 
longer of pain. On the following day, September 4th, there 
was a copious serous discharge from the vagina, At 10 A.M. 
the instrument was removed, and examination showed that the 
uterus was in part re-inverted. A distinct rim of cervix 
could be felt with a well-marked fossa around between it 
and the tumour. The instrument -was replaced and the 
elastic bands tightened. At 9.30 A.M. temperature 100° F., 
pulse 96 per minute, at 2 P.M. 102°, at 4 103°, pulse 110. 
At 11 P.M. the cup of thé instrument was found to have 
penetrated through the canal of the cervix, and to be com- 
pletely lodged in the cavity of the body. Much difficulty 
was experienced in withdrawing it, owing to the resistance 
offered by the cervix. It was ultimately withdrawn by tilting 
the cup and pulling it out sideways. The uterus was found 
to be completely replaced. During the day the discharge 
continued in considerable quantity and became offensive. 


Vaginal injections of hot water were used three times | 


aday. On September 5th the temperature rose to 104° F. 
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and the pulse to 120 per minute. There was no shivering, 
pain, or tenderness. The discharge gradually diminished and 
became less offensive until the 17th, when it had almost 
ceased. The temperature gradually went down to 101° F. 
on the 6th, and became normal on the roth, After the 
first day the patient complained of no pain. She continued 
very anemic though taking iron for more than a fortnight. 
On September 17th she was ordered a hypodermic injection 
of dialysed iron (m iij) once daily. She then rapidly im- 
proved and gained in strength and colour. On the 24th 
she was made an out-patient. The hypodermic injections of 
iron were continued twice a week for a month, when she 
had recovered her strength and colour. 


Notices and Hebiews of Pooks. 





Papers on the Female Perineum. By J. Matthews Duncan, 
A.M., M.D, &c. J. & A. Churchill, 1879. Pp. 156. 


THE papers contained in this work were for the most part 
contributed to the Obstetrical Society of Edinburgh, but 
in the present volume some new and important chapters are 
added which render the work a comprehensive monograph on 
the subject of which it treats, although the author laments in 
his preface the failure of opportunity to render it yet more 
complete. Among the additions now made, the most 
important are chapters on lacerations of the external organs 
during labour in multiparze as contrasted with those which 
occur in primipare; on laceration of the recto-vaginal 
septum ; and one on central rupture of the perineum, which 
was first contributed to the Gynzcological Society of America. 

The chapters on the part of the subject connected with the 
mechanism of labour maintain the author’s high reputation 
both for careful investigation of mechanical causes, and 
exactness in making and in estimating observations, The 
points most to be noted are the observations and discussions 
on the relative mechanism of longitudinal, transverse, and 
other forms of laceration, and on the precise diameters of the 
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foetal head which are concerned in the production of rupture. 
The chapter on the causation of procidentia of the uterus 
and obstetric viscera deserves especial notice with respect to 
the author’s view upon this subject. He maintains, with 
full justice, as we believe, although in opposition to some 
high modern authorities, that the uterus itself is more 
frequently passive than active in the production of the 
displacement, while the bladder or the vagina occupies the 
place of ringleader in the mischief, and that the elongation 
of the cervix, being of tensile origin and not of a primary 
hypertrophic character, furnishes a proof of this fact. 

In the chapter on the function of the perineum in proci- 
dentia uteri the author contends that laceration of the 
perineum is not a cause of procidentia, although he admits 
that it favours and accelerates its occurrence. Since no valid 
distinction can be made in logic between a cause and a con- 
dition, the difference would seem to be rather one of words, 
especially since diminution of fatness is allowed by the author 
to rank among causes. 

In connection with this subject stress is laid upon what 
has been called the retentive power of the abdomen, which 
the author regards as being probably the chief agent in 
counteracting the inevitable tendency to descent of the 
uterus. The question is one of interest and importance, 
and we trust that Dr. Matthews Duncan will yet be enabled, 
at some future time, to enlighten us with a full investigation 
of it. Meanwhile, it is difficult on mechanical grounds to 
conceive how any positive and continuous retentive power— 
which would necessarily imply a pressure less than that of 
the atmosphere—can exist in a cavity like that of the 
abdomen, having walls whose concavity looks inwards and 
which have some degree of muscular tonicity. This diffi- 
culty would not, however, apply to the space beneath the 
roof of the pelvis, and in the abdomen itself great and im- 
portant variations of pressure doubtless exist under different 
circumstances, 

We cannot fully agree with the author in his mechanical 


treatment of procidentia, for he mentions only the T > 


bandage and the disc and stem pessary, the same in principle 
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as Simpson’s original shelf pessary. Neither of these can 
possibly keep the cervix at its normal level, or have the 
slightest tendency to correct the retroversion or retroflexion 
which almost necessarily accompanies a partial descent of the 
uterus. Moreover, the disc and stem pessary is not altogether 
free from the risk of producing ulceration if neglected, which 
is the character of Zwancke’s pessary, and is not so easy as 
that instrument for a patient to remove or replace herself. Nor 
can we think that the most effective of all operations for 
radical cure is that which we find here recommended—namely, 
to restore or extend the perineum by removing a long tape- 
like piece of integument, about half an inch broad, rather less 
than more, so leaving a horseshoe-shaped wound, in which 
the point of the shoe is at the fourchette. The new perineum 
so made would surely be apt, in some cases, to prove too 
thin and distensible even to attain the partial success of 
keeping the uterus within the vulva, 
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SExsektRIicalL SOCIETY OF LONDON. 
Meeting, Wednesday, March 5th, 1879. 
Wie. PUAVFAIR, M.D. F.R-C.P., President, in the Chair. 





Pessartes. 


Dr. GaLaBiIn showed a Greenhalgh’s pessary which he had removed 
with great difficulty from the vagina, where it had been for upwards 
of four years. The india-rubber in front had become softened, and 
left one of the points unsupported, though not actually uncovered, 
and the pessary, thus resembling a gigantic fish-hook, had embedded 
itself into the vaginal wall, so that the point lay just under the 
mucous membrane of the rectum. Any attempt at direct extraction 
only buried it more deeply. The pessary had to be removed under 
ether by a kind of evolution, the embedded end being extracted 
last. He had seen a similar case in which both ends of a Green- 
halgh’s pessary became embedded in the same way. In that, as in 
the present instance, it was impossible to divide the instrument with 
bone forceps, and it was with difficulty extracted after division with 
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a file. He thought that a danger was thus illustrated to which the 
solid Hodge’s pessary was not liable. 

The PrestpenT showed another form of pessary, an intra-uterine 
stem connected with a metal framework, attached externally. This 
had been removed from a woman who had worn it for five and a half 
years. It had been introduced for the cure of retroflexion, no 
cautions having been given at the time. It had caused considerable 
pain and suffering the whole time it was worn. The instrument was 
one of the original forms of Simpson’s pessary, the most objectionable 
of all, since it abolished all mobility of the uterus. 

Dr. Roper asked if the pessary had been found in the uterus. 

Dr. Hayes said that the pessary, which had been removed by 
himself, was found in the uterus. The woman had ceased to menstruate 
four years before its introduction, hence the degree of tolerance. 
The uterus was senile and atrophied. As to the danger of Green- 
halgh’s pessary, he had introduced one of Dr. Playfair’s modified 
forms of it, and in only six weeks he found that one of the ends 
had perforated the vaginal wall, and he had difficulty in removing it. 

Dr. AVELING said that the form of stem pessary was one much 
used twenty-five or thirty years ago. He had once used one in the 
case of a lady who became skilful enough to introduce and withdraw 
it herself. 

Dr. Gopson said that if the pelvic end of Greenhalgh’s pessary 
were not broad enough, it was apt to turn half round, and to 
penetrate the vaginal wall within a week or two. 

_ Dr. Epis said that even Hodge’s pessary might become embedded 
in the walls of the vagina. In one such case he was able to divide 

the instrument by bone forceps. 

_ Dr. Braxton Hicks said that the solid form of Hodge’s pessary, 
in his experience, was free from the risk of penetrating the vaginal 
wall, or becoming embedded, provided the bar were only made thick 
enough. He had never seen such a result unless the pessary were 
too thin. 

_ Dr. Barnes said that any pessary ought to be movable, and 
lightly embraced. It then did not press injuriously on any one 
point. It should also be well rounded. He had several times had 
to cut out a Zwancke’s pessary, over which a band had formed, in 
consequence of ulceration and subsequent granulation. 





Death from Injection of Perchloride of Iron within the Uterus. 


Dr. Cory showed the uterus and appendages of a woman, aged 
forty, who died in St. Thomas’s Hospital. She had been admitted on 
account of uterine hemorrhage, from which she had suffered for ten 
weeks since the expulsion of a vesicular mole. A fortnight after 
admission she had such a severe attack of bleeding that the resident 
accoucheur injected, by means of a Higginson’s syringe, a solution 
of perchloride of iron through the ordinary vaginal tube, which 
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entered the uterus through a considerably dilated cervix. The 
woman became suddenly collapsed, and died almost before the tube 
could be removed. The strong solution of perchloride of iron was 
diluted with ten or twelve parts of water, and about three ounces 
injected. The fluid was seen and heard entering the bed-pan during 
the injection, and about two ounces were found there afterwards. 
At the post-mortem examination a small quantity of darkish fluid 
was found in the recto-vaginal pouch ; this contained a large amount 
of iron. A portion of vesicular mole still remained attached to the 
uterine wall. The fluid appeared to have entered the peritoneal 
cavity through the left Fallopian tube, but no abnormal dilatation of 
the tubes was observable. Previously to the injection the os would 
admit the finger, and the cavity of the uterus measured a little over 
three inches by sound. 

The PREsIDENT said that in a small uterus like that exhibited the 
ordinary vaginal pipe would probably fill and occlude the cervix. 

Dr. Braxton Hicks remarked that probably the astringent action 
of the injection had caused the os uteri and the cervix to contract 
on the pipe, preventing the exit of a portion of the solution; this 
being so, the patency of the cervical canal cannot be relied on 
alone. 

Dr. Barnes called attention to a mode he had before brought 
under the notice of the Society, of applying perchloride of iron to 
cases like this by swabbing, or by using a tube perforated at the end 
containing sponges saturated with the styptic solution, which oozed 
out under the pressure of a piston. In Dr. Cory’s case there was 
evidence of shock. That the mere contact of iron solution with the 
peritoneum was not necessarily fatal or dangerous was certain. He 
had on more than one occasion swabbed large surfaces of the peri- 
toneum to restrain hemorrhage from adhesions during ovariotomy, 
the patients recovering. 

Dr. BRUNTON said that there was an old surgical instrument called 
a double-action catheter. He thought that the use of this would 
avoid the risk. 

Dr. AVELING said that in practice this failed, since the opening of 
the return tube became blocked by clots. 

Dr. Epis was of the same opinion, and said that an instrument of 
this kind had been tried. 





Pyometra. 


Dr. MatrHews Duncan exhibited two specimens of pyometra. 
The first was from an old woman who died in great suffering, sup- 
posed to rise entirely from the cancer of the neck of the womb, with 
which she was afflicted. After death, besides the medullary cancer of 
the neck and adjoining parts, there was found a uterus dilated so as 
to have a globular cavity of about two inches in diameter, enclosed 
by a wall of about a line in thickness. This wall was lined internally 
with a pyogenic membrane, and enclosed a thin purulent fluid. 
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There was acquired atresia of the cervix. ‘The second specimen was 
from a sterile woman, aged sixty, who had been married fourteen 
years. Nearly three years before her death she began to have a 
copious thin purulent, and occasionally blood-stained, discharge, 
which proceeded from the interior of the uterus, and which never 
ceased. She suffered daily intense pain of a spasmodic character. 
The disease was regarded during life as one of intra-uterine ulceration, 
probably malignant. The specimen had been minutely examined by 
Dr. Ormerod, whose report was appended ; it presented no character 
of a cancerous nature. At the autopsy the uterus was found to be 
as large as a fist, the os widely open. It contained a fetid material 
of porridge-like consistency. ,The mucous membrane was in shreds, 
and gangrenous, the muscular wall almost gone in most parts. The 
uterus communicated with a cavity outside it, filled with similar 
material. Microscopic sections were displayed, showing the mus- 
cular tissue infiltrated with small round cells, not differing from 
pus-cells. 





Unilateral Uterus and Kidney (Solitary) with Two Ureters. 


Dr. BRaxton Hicks showed, for Dr. F. Ogston, jun., the dissection 
of a specimen of the above. The right half only of the uterus was 
developed, the left half, left Fallopian tube, left ovary, and left broad 
ligament being wanting. The right kidney had two ureters, the 
lower one running the usual course to the right side of the bladder, 
the upper one springing from a cyst, with partly bony walls, and 


terminating on the left side of the bladder. There was no trace of a 
left kidney. 





Polypus of the Bladder. 


Dr. Gopson showed a polypus which he had recently removed 
from a woman aged sixty who was under his care in St. Bartholo- 
mew’s Hospital. He first saw her a year ago, when she complained 
of bleeding from the vagina. The uterus and vagina were found 
healthy. ‘There had been no recurrence of the hemorrhage until a 
week since, when the patient again presented herself. On examina- 
tion a tumour the size of a walnut was found at the orifice of the 
vagina. It had at first sight the aspect of a firm fibrinous clot ; it 
was discovered, however, to protrude from the urethra, and to be 
connected by a narrow pedicle with the fundus of the bladder, which 
organ it partially inverted. Dr. Godson applied a catgut ligature and 
separated it with scissors. A microscopical examination showed it to 
consist of fibro-cellular tissue, with a few muscular fibres covered 
over with mucous membrane. Such polypi were of extreme rarity, 
and it was fortunate that the subject of it was a woman. 
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Malformed Fetus. 


Dr. H. S. Witson described a dissection he had made of a still- 
orn foetus at full term. ‘The external generative organs had the 
emale arrangement modified into an approach to the male type. 
Phe labia majora were very large and pendant. The labia minora, 
*xtremely small (mere mucous folds), were completely enclosed within 
he labia majora. The preputial subdivisions of the labia minora, 
very much hypertrophied, appeared like a thick, stunted penis, 
hough the lower subdivision (fraenum clitoridis) remained normal. 
Phe meatus urinarius was normal, but the vaginal opening was 
occluded by a protuberant button-like mass representing the hymen. 
This hymen was not solid, but had numerous openings arranged in a 
reticulated form, and leading into elongated fossa, which ended, 
apparently, in cul-de-sacs. On examining the internal generative 
organs the uterus was found to be bicorned. The cornua consisted 
each of a thick cylindrical mass, having bluntly pointed extremities, 
and doubled upon itself about the middle at a right angle. Thus 
each cornu consisted of a vertical terminal portion, and a horizontal 
lower portion. Each vertical portion had a Fallopian tube, an ovary, 
and a round uterine ligament connected with its upper extremity. 
From the anterior ends of each horizontal portion a pedicle consist- 
ing of a slender riband of unstriped muscle passed down to the base 
of the bladder, with which it blended. Its posterior extremity was 
connected by a very short fibrous band to an elongated cyst, which 
rested on the sacral ale. ‘The cavity of each cornu was filled with 
mucus, on removal of which its mucous membrane was seen to 
present an arrangement of folds closely resembling an arbor vite 
uterinus. There was also a distinct constriction marking the 
division between the horizon and the vertical portions. The 
cavities of the cornua did not pass into the pedicles, but were 
distinctly continuous with the canals through the Fallopian tubes. 
The bladder was very small and empty. Its cavity passed a con- 
siderable distance upwards into the urachus, and there was also a 
small indentation directed backwards into the right uterine pedicle. 
The uretha was patent throughout its extent. There were no kidneys 
nor ureters. ‘The regions of the kidneys were occupied each by a 
large oval-shaped supra-renal body. There were other peculiarities 
besides those connected with the genito-urinary organs. In the 
digestive system, though the rectum and anus were normal, 
the stomach was vertical in its position. The peritoneum was exten- 
sive in its folds, and possessed not only the ordinary omental sac but 
also a mesentery having a right free margin and enclosing a floating 
cecum and ascending colon. The right hepatic lobe showed a 
tendency to split. The abdominal vascular system was necessarily 
modified. The supra-renal bodies received their arteries almost 
entirely from the phrenics. The corresponding veins passed to the 
ascending cava, the left receiving the left ovarian vein. The apparent 
representatives of the renal arteries passed, the right to diaphragm and 
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the left to the semilunar ganglion. The aorta bifurcated opposite the 
second lumbar vertebra, and the sacra media was derived from the left 
common iliac. To the above abnormalities may be added that the gums 
presented peculiar fringe-like appendages in connection with the upper 
and lower jaws. The author remarked that there was a certain order in 
these abnormalities, showing a connection between the development 
of external and internal organs, and indicating a series of checks to 
development between the sixth and twelfth week of foetal life. The 
ovaries and Fallopian tubes were normal. The development of the 
lower part of Muller’s ducts was checked. The check in development 
of external parts must have occurred a little later, and was probably 
a consequence of that affecting Muller’s ducts. 


Monster. 


Dr. R. H. A. SCHOFIELD exhibited a drawing, and described a mal- 
formed foetus which had been born at the Lying-in Hospital in 
Prague. The head was quite sessile on the trunk, no cranial bones 
could be felt, but the facial bones were fairly developed. One large 
irregular opening represented nose and mouth. There appeared to 
be only one eye. No trace of external ears or upper extremities. 
The monster was one of twins, the other foetus being quite healthy. 
The feet of the monster presented, the other child, a small female, 
having been first born. In attempts to extract both legs were pulled 
off, one at the hip, the other below the superior epiphysis of the 
femur. The blunt hook was then tried in vain. After this the 
woman was brought two hours’ ride in a springless waggon to the 
hospital. Attempts at extraction there also proved futile, but the 
pains increased, and the enormous abdomen was forced down. A 
branch connected the umbilical arteries of the two foetuses. Ac- 
cording to the usual theory, the causation was that the current of 
blood in the monster was reversed, in consequence of the blood 
received from the stronger fcetus, so that in the monster the blood 
entered from the umbilical artery instead of the umbilical vein, 
after passing through the other foetus, and the heart became 
atrophied. 

Dr. Braxton Hicks said that there was a paper on this subject 
by Mr. Bankart in the Guy’s Hospital Reports. Another theory was 
that the monster was a kind of bud from the other foetus. Some- 
times it formed only a round ball without head or limbs. 





Fatal Embolism after Delivery. 


Dr. GEORGE RoPER contributed the notes of the case of a patient 
under his care who was attacked on the third day after her fifth 
confinement by a severe pain in the right side of her chest, not 
accompanied by any physical sign of pleurisy. This soon subsided, 
and she was quite well, with the exception of slight abdominal pain and 
distension, which were treated by opium, until the twelfth day, when 
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she was suddenly seized with difficulty of breathing, which became more 
and more severe until the expiration of a week, when she died. No 
morbid cardiac sounds could be detected at any period of the illness, 
and no physical signs of pulmonary disease, till within three days of 
her death. No pelvic mischief could be detected. 

At the post-mortem examination the left fimbriated extremity of 
the Fallopian tube was found adherent to the uterus by recent 
inflammatory product, while the veins of the right broad ligament and 
the plexus of the veins surrounding the cervix and lower portion of 
the uterus were plugged with clotted blood. There was severe 
peri-hepatitis, the liver being adherent to the diaphragm. The left 
pleural cavity was full of fluid. There was a pulmonary embolism 
which appeared to have been dislodged from a clot which occupied 
the right auricle, which probably had found its way there from some 
distant vein, the primary cause being septicaemia. 





Abortion followed by Septicemia and Fatal Cardiac Thrombosis. 


Mr. J. T. Muscrave narrated a case of this occurring in a woman 
aged thirty-two, who had four children. The abortion occurred at the 
third month, coming away in fragments, a foetid discharge resulting. A 
fortnight after rigors set in, with high temperature and diarrhcea, 
From this condition she greatly improved ; but on the tenth day, on 
being raised in bed, she complained of sudden violent pain in the 
chest, followed by dyspnoea, from which she never rallied, but died 
the following day. No autopsy was made. 

Dr. BARNEs said that the essential conditions of thrombosis was 

-the admission into the blood of some septic material. The injection 

of putrid matter in animals had this effect. In the parturient the 
blood was also more coagulable than usual, but this alone was not 
enough, for in pregnancy thrombosis was very rare. In many cases 
of phlegmasia dolens there was no cause of septic absorption in 
the uterus, but the blood was simply overloaded with effete material 
beyond the capacity of the excretory organs. He lately had such 
a case at St. George’s. There was nothing abnormal about the 
uterus, but the liver and kidneys were found to be lardaceous. 

Dr. Cory said that this case proved how important rest was, so 
long as any fcetid discharge continued. A rigor often occurred im- 
mediately after a patient got up. 

Dr. Gervis said that septicemia was an extremely frequent 
element in thrombosis. In numerous cases in which at first some 
septic condition existed, and some degree of peri-uterine inflammation, 
no foetor existed at a somewhat later stage, nor could any obvious 
sign of inflammation be made out. An original source of mischief 
in the uterus might thus easily be overlooked. 

Dr. Braxton Hicks remarked that embolism and thrombosis 
after delivery ought to be included in statistics among the effects of 
septic conditions in the puerperal state. 
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Dr. Joun Wiiiams asked whether in Dr. Roper’s case the 
dyspnoea came on after any sudden exertion. He mentioned a 
recent case of embolism after post-partum cellulitis and pelvic 
abscess. After the opening of the abscess the patient was doing 
well, when she got up and made a slight effort, which was followed 
by arigor. She died in three days, and multiple small abscesses 
were found in the lungs, set up by emboli which had been carried 
from a thrombosis of the circumflex iliac vein. He had seen, how- 
ever, thrombosis of the pulmonary arteries in phthisis without 
anything septic. Was there cellulitis in Dr. Barnes’s case? He had 
never seen phlegmasia dolens without it. 

Dr. Barnes said that there had been cellulitis, but no suppuration. 

Dr. Braxton Hicks said that the low circulation from anzemia 
after excessive hemorrhage had often much to do with thrombosis. 
He had seen acase of probable embolism or thrombosis, without 
any evidence of cellulitis or enlargement of uterus. 

Dr. Epis had seen septic absorption follow, because the uterus 
was allowed to be tired out by prolonged labour, and clots were 
afterwards retained in it. Would it not be better to allow patients 
to sit up now and then during the first few days after delivery to 
promote expulsion of the discharges? In America the plan of 
getting women up early had been successful 

The PRESIDENT said that thrombosis of the pulmonary arteries 
was essentially analogous to phlegmasia dolens. Cases were on record 
of sudden death, post-partum, apparently in the midst of perfect 
health. But probably some anterior disturbance or febrile condition 
had been overlooked. From the history of several cases which he 
had recorded, he thought it possible for patients to recover from 
embolism or thrombosis of the pulmonary arteries. Dr. Roper’s 
case confirmed this. The obstruction was so large as almost to 
occlude the right auricle, yet the patient lived eight days. <A bruit 
occurred in a large number of cases of obstruction in the heart, and 
in every one of his cases of recovery a loud one was heard. In Mr. 
Musgrave’s case he detected the murmur, although there was no 
symptom of any disturbance of circulation, and warned against the 
probability of embolism. Within twenty-four hours it occurred. 
The murmur here preceded any other symptom, and probably 
indicated that a clot was forming. 

Dr. Roper thought that the bruit heard by the President might 
have been due to anemia after flooding. 

Dr. BRisTOWE said that for the most part a bruit was absent. In 
his own former case one was heard, but it might have been only 
anemic. In the case reported to-night, the woman was suddenly 
seized with symptoms at five a.M. without having made any exertion. 
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OBSTETRICAL SOCIETY OF EDINBURGH. 
Meeting, Wednesday, 13th November, 1878. 
Dr. Witson, President, in the Chair. 





Carcinoma Cervicis Utert et Orificit Urethra, terminating fatally by 
Rupture of the Uterus. 


Professor Simpson showed a preparation of the genital organs of 
a woman who had suffered from cancer of the cervix uteri, com- 
plicated with deposits at the urethral orifice, and in whom the 
immediate cause of death was the rare occurrence ofa rupture of 
the body of the uterus. The history of the case, as taken from the 
Ward Journal, was as follows :— 

Isabella F., aged sixty, a domestic servant, was admitted on 
29th October, 1878, to Ward 12 Medical, suffering from retention 
of urine. ; 

Ffiistory of Present Attack.—About a week previous to admission 
patient began to have difficulty in micturition, which gradually got 
worse till two days before she came into the Infirmary, when she 
was quite unable to relieve herself. 

Her previous health was always good. 

Present Condition.—External.—She is a well-developed woman, 
of average height and weight, but her muscles are now much 
wasted ; the expression of her face is somewhat anxious; the skin 
is soft and moist. Temperature 98° F. 

Menstrual and Obstetric History —Her menstruation was always 
regular. She had two pregnancies, the labour in both cases being 
natural and easy. Cannot remember when she stopped being 
unwell. | 

Physical Examination of the Abdomen.—The abdominal parietes 
are lax,. and scars of previous pregnancies are seen. ‘There is 
distinct fulness on the left side, partly in the hypogastric and left 
lumbar regions, but chiefly in the left iliac. On palpation this has 
a somewhat fluctuating feel. Percussion confirms palpation, and 
auscultation is negative. 

Per Vaginam.—The ostium vaginz is patulous. Round the 
urethral orifice a thickening is felt, which is ulcerated on its vaginal 
aspect. The cervix is small, but hardened and eroded, and im- 
movably fixed in the indurated roof of the vagina. Bi-manually the 
mass described under abdominal examination is found to be the 
enlarged uterus. No sound was passed. 

Progress of the Case-—The patient was first admitted to the 
Surgical Wards, where more than six quarts of urine were drawn 
off. As she continued unable to make water she was admitted to 
Ward 12, where it was drawn off twice daily till she died. About 
noon on 4th November she began to complain of violent pain in 
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the abdomen, especially in the hypogastric region ; this continued 
till she died shortly after midnight on the 4th. 

Treatment.—The urine was drawn off twice a day. Morphia was 
administered to relieve the pain, and the night before she died 
ether was ejected subcutaneously by Dr. Hart, and brandy was 
given by the mouth. ; 

The post-mortem examination confirmed the diagnosis which had 
been formed that the case was one of carcinoma of the cervix uteri 
and around the urethra, and that escape of some noxious fluid had 
occurred into the peritoneum. Two indurated epithelial masses 
could be seen at the extremity of the urethra projecting towards the 
vagina and narrowing the urethral tube. The form of the cervix 
uteri was still maintained, though epithelial deposits had taken place 
in its walls and extended into the pericervical areolar tissue, and 
there was commencing necrosis of the surface at the os externum. 
The lumen was contracted, and the cavity of the uterus greatly 
expanded above. ‘The walls of the uterus were thinned out so as to 
give it the form and appearance of the urinary bladder. There was 
a quantity of sanious fluid still in the interior, and the mucous 
membrane was the seat of a diphtheritic-looking deposit consisting of 
decomposing blood-clot and broken-down epithelial cells. At the 
fundus towards the left side and posteriorly there was a small per- 
foration, the size of a pea, with thin edges, through which the rest 
of the fluid had escaped and set up the rapidly fatal peritonitis. 


Carcinoma Vagine in a Pregnant Female. 


Professor Simpson had recently had another rare and interesting 
case of malignant disease of the genital organs in his Ward, and he 
thought it well to take the opportunity of mentioniig it to the 
Society. The patient was admitted on 7th October complaining of 
pain in the back and down the outside of the thighs, bit more 
especially of inability to pass her water. When she stated that she 
was about three months pregnant, the idea naturally occurred to 
Dr. Hart, who first saw her, that it was probably a case of retro- 
flexion of the gravid uterus. Examination, however, showed that, 
whilst the organ was of the size of the ordinary three mouths’ gravid 
uterus, it was in its normal position, but kept pressed forwards by 
a large firm mass occupying the whole of the posterior vaginal wall. 
On closer scrutiny this was found to be an epithelial cancer, com- 
mencing half an inch within the vaginal orifice, extending up the 
whole extent of the back wall, and laying hold of the upper portion 
of the posterior aspect of the portio vaginalis. The surface was 
eroded, but there was little or no discharge. The patient, thirty-seven 
years of age, married thirteen years ago, and mother of seven children, 
had enjoyed good health till about two months before admission 5; but 
when she came under observation she was already pale and weak, 
with an anxious, worn expression, and a feeble, frequent pulse. The 
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action of the bowels had latterly become painful. Quinine was 
administered and opiates applied for the relief of the fever and pain ; 
but her condition went on deteriorating. The cancerous mass began 
to ulcerate towards the rectum, and the patient sank into a typhoid 
condition, and died on 7th November. The question of artificial 
abortion was discussed, but set aside, as it would probably only have 
hastened her end. Unfortunately he was unable to show any prepa- 
ration of the parts, as a post-mortem had not been permitted. 

Dr. KEILLER remarked that Dr. Simpson’s cases and_ preparation 
were specially interesting because of their comparative rarity, an 
opinion which his experience of the usual course of such cases enabled 
him fully to corroborate. He had seldom witnessed carcinoma of the 
lower parts of the genital canal extend so high as to end in peritoneal 
rupture, which was an occasional though somewhat uncommon termi- 
nation of uterine carcinoma. 


Remarks on the Etiology of “ Puerperal Fever.” 
.By ALEXANDER Bairp, M.D., Perth. 


No cases met with in practice give to the attendant more anxiety 
than those in which we have a feverish condition of a decided type 
during the puerperal period, and hence we have such a voluminous 
literature bearing on what has generally been styled Puerperal Fever. 
For several years no special attention has been drawn to the subject 
in the Society, and recent events, coupled with previous personal 
experience, and an extensive clinical experience of a friend, have 
tempted me to the presumption of saying a few words to-night on 
a subject which has engaged the attention of most of the great lights 
in the obstetric world. Very many theories have done duty in ex- 
plaining the cause or causes of this condition, but it is only within 
recent years that an approach to unanimity has been in any way 
assured, and still there are many authorities who have grave doubts 
as to the propriety of falling in with the more fashionable ideas of 
the present time. Asarule, however, we find a considerable consensus 
of opinion marking septic infection as the principal, if not the sole, 
cause of the disease. It is somewhat strange that when Hippocrates 
first gave clinical histories of cases which are easily recognisable as 
of puerperal fever, that he should state that resorption of decompos- 
ing matter from retained placenta might be the main cause. Since 
then many able advocates have been found for as many suggestions 
as to cause. By some the sole necessary condition is recognised in 
inflammation, be it of the peritoneum, of the uterus, or of both. 
Others, again, consider the specific and contagious nature of the 
disease to be clearly made out, and maintain that it oecurs in 
epidemics, following much the same laws as do fevers, the specific 
and miasmatic origin of which are undoubted. Scarlet fever has been 
more especially marked out as dangerous to lying-in women, and in 
one of my cases no other likely origin could be detected. ‘Taking 
the septiczemic origin of this disease as the common or sole cause, it is 
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difficult to see how the scarlet-fever poison should be capable of 
acting, but very recently cases have been recorded going to prove 
that even surgical pyeemia—or, rather, surgical fever—may also be 
brought about by exposure to the poison from scarlatina patients. 
If. this is so—and the connexion has been noted by no less an 
authority than Paget—then we would have less difficulty in showing 
the connexion in puerperal cases. Denman first pointed out that 
the danger of manual propagation was considerable, and Semmel- 
weiss subsequently showed the special danger of congregating lying- 
in women in hospitals, where the results of organic decomposition 
were so readily brought into contact with the fertile soi found in 
every recently delivered woman. The frightful mortality existing 
in many of the then hospitals, and possibly spreading to the outside 
world from thence, gave rise or gave support to the idea of the fever 
being so frequently epidemic. Epidemics have been over and over 
again described, but when carefully inquired into, the frequency 
with which the cases occurred in the hands of a very limited number 
of practitioners was very remarkable. Of this we shall find a good 
example further on. The connexion sometimes existing between 
erysipelas and puerperal septicaemia seems capable of clinical proof ; 
and the researches of Virchow have brought him to consider the 
pathology of the latter as internal puerperal erysipelas, being a 
difference more of site than in essential character. In one of my 
cases we had a large skin surface affected with erysipelas coming 
on several days after the fever had set in. The risk of the accou- 
cheur performing post-mortem examination, and of attending upon 
diseases ordinarily contagious, has been often insisted upon, and were 
the true spirit of some critics carried into practice, we would require 
altogether to separate the duties of the general practitioner from those 
of the obstetrician. That this question should land us in such 
difficulties is not necessary to the making of it a very grave question, 
as even the general suspicion that things are not as they should be 
might be sufficient, in districts where no special obstetrician is at 
work, to send many cases into the hands of the ignorant midwife, 
and thereby cause a fearful mortality. If consulting physicians 
are expected to see cases of scarlet and typhus fevers, smallpox, 
erysipelas, &c., and upon the same day—possibly on the same 
drive—freely to examine patients suffering from non-infectious 
diseases, surely their risk of carrying the infection to their innocent 
victims is not so much less than the unfortunate obstetrician who, 
for aught he knows, may find himself suddenly placed as defendant 
on a criminal charge. ‘The observations of Denman, the records of 
epidemics, the greatly lessened mortality now shown in our lying-in 
hospitals—all point to the necessity of the utmost care in disinfection 
and the other means now recommended to insure immunity for our 
patients ; but the eloquent pens of Dr. Matthews Duncan and other 
authorities have gone far to allay alarm, and to show that if we 
exercise the care which our present knowledge shows to be necessary, 
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we are in a position to carry on each branch of our work with 
comparatively little risk to our puerperal patients. 

I hope that the Fellows will excuse my very imperfect summary 
of the opinion generally held as to the etiology of this condition, 
and I will now pass on to what is of much more value than any 
opinion of mine—viz., a record of clinical experience. My cases are 
very various in their surrounding circumstances, but all pointing 
towards the conclusion that puerperal septicemia is a more correct 
definition than the generally accepted one. 

During 1873, while acting as an unqualified assistant in Northum- 
berland, I was busy among scarlet-fever cases, and actually in the house 
of one of the worst, when I was called tc attend a woman in her confine- 
ment, who lived at a farm half a mile from the nearest case of fever. 
The labour was perfectly natural and easy, and her condition 
favourable till the third day, when she was seized with rigors, 
succeeded by high temperature, and a few days after by death. 
We had here none of the characteristic symptoms of scarlet fever, but 
in this the case agrees with many of those recorded by Barnes, and 
here there was no other likely cause which could be suggested. 
The patient was a strong countrywoman, and the labour was over so 
soon that no sloughing from pressure nor any degenerative changes 
were likely to take place. 

In 1875 I was asked by a friend in England to act for him. He 
had of late lost several cases during their puerperal month, and felt 
it his duty again to leave for a time, fearing that he might be 
carrying about with him the too fatal poison. From previous 
experience of the practice, I knew well how small was his usual 
mortality ; but at this time fever occurred in so many of his cases 
that he got utterly depressed in spirits, and so asked me to relieve 
him. My friend has kindly placed at my disposal notes, given 
principally from memory, of the terrible outbreak; and I cannot 
do better than generally to copy his own words. He begins by 
speaking of the horror with which he regards the subject, and goes 
on to say—“I got so nervous over it that for weeks I could not 
sleep, and even now I am compelled to avoid thinking much about ~ 
it. The outbreak continued more or less for three years, and was 
always worse in winter. The first year was the worst. I shall never 
forget when one day visiting my patients I found twelve cases of puer- 
peral fever. In the three years I had fifty cases and twelve deaths. 
One or two cases I cut short by profuse bleeding at the arm. I tried 
quinine, turpentine stupes, calomel, and opium, carbolic injections 
per vaginam,—but all failed. In no case could I say they did 
much good. Peritonitis was present in seven-eighths of the cases. 
All were sensible to the last. I went away a dozen times, and one 
year was away in all three months, on one occasion for a month at 
a stretch. I washed my hands with iodine and carbolic acid, and 
disinfected myself before going to any case, but found no change 
from any of these efforts of mine. Its prevalence over the country 
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at the time looked as if atmospheric influence had something to do 
with it. A doctor in a neighbouring town had to renounce his 
practice in consequence of an outbreak. He lost thirteen cases. 
I have heard that at Crewe there were about twenty deaths. Although 
here it was confined to my practice, it was not confined to cases 
attended by myself. My two assistants had four deaths, and 
my brother two or three. There was erysipelas in the district 
during the second year of the epidemic, and also scarlet fever. I 
believe the former disease to be of a similar nature, and generally 
prevails along with puerperal fever. Scarlet fever, I think, has 
nothing in common with it. The first case of puerperal fever I 
ever saw was when I attended a woman in articulo mortis from 
typhoid fever. The child was putrid, and after that we had four or 
five cases in my practice. Possibly in this outbreak I may have 
carried infection from this woman. During the worst time of last 
outbreak two women died in one house from a very bad type of 
scarlet fever. The day after the last one was buried the mother 
took her labour. When I arrived I found an arm presenting. I 
was unwilling to engage with the case, but finding her so ill, I turned 
with considerable difficulty. She recovered all right. If scarlet 
fever may be a cause of puerperal fever, here was a very favourable 
case ; and if the doctor carries infection, this lady could scarcely 
have escaped after such interference in the very midst of the 
outbreak. I have an idea that a doctor who attends a large number 
of cases is more likely to get it than one who attends few.” This, I 
think, is a very interesting account of a very terrible epidemic, and 
such an experience happily as has fallen to the lot of few. During the 
fortnight while my friend was absent I attended for him twenty-three 
cases. ‘To the best of my recollection they were all favourable at 
the end of that time. Subsequently there were three cases of fever 
among them, with one death. I remember well the simple nature 
of the delivery in the fatal case, and the surroundings were favourable. 

Since 1875 I have seen none of this septiceemic mischief till 
_May of this year, when I attended a case which gave me much 
anxiety, and perhaps accounts for my troubling the Society with 
these notes. 

Mrs. S., a lady resident in a large, new, detached house in the 
country, was delivered of her first child on the 18th of May. The 
second stage was a little slow, but otherwise the labour was 
favourable. After removal of the placenta the uterus contracted 
well, though the patient felt prostrate and cold. During the next 
ten days the pulse was much quickened, but the temperature never 
responded, and on the 3oth the patient sat up for an hour. During 
the next day there occurred, not a distinct rigor, but a cold, creeping 
sensation all over the body. This soon passed off. She then com- 
plained of very severe headache, which by night became excruciating, 
and I was sent for. The pain was more especially frontal. She 
spoke of nothing else being the matter, but on pressure I found in 
the left ovarian region a decided tenderness, and there was slight 
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tympanitis. ‘Temperature, 102°. Pulse, 120. I ordered turpentine 
stupes, a slight enema, also with turpentine, and a draught containing 
15 gr. of chloral hydrate and 10 gr. bromide of potassium. The 
pain soon afterwards subsided, and she spent a pleasant night. . 
Next night the headache returned and was successfully treated: as 
before. From the first, however, we had no reduction of temperature, 
but a gradual increase till it reached 105°. We had, I believe, a 
genuine case of puerperal septicemia. After several days of high 
temperature, the nurse directed my attention to a discoloured con- 
dition, evidently springing from the genitals, knees, and both front 
and back of the thighs. I took this at first, the spreading upwards 
over the lumbar region and downwards, to be a simple erythema 
resulting from pressure, but from its obstinacy in yielding to treat- 
ment, from the fact that it occurred in parts—viz., the front of the 
thigh, where pressure was not exercised, and from the extreme heat, 
pain, and annoyance caused to the patient, I came to the conclusion 
that it was really a case of diffuse erysipelatous inflammation, and 
that in all probability the septiceemia and erysipelas had both their 
starting-point in some unhealed and unhealing ulcer or abrasion, 
over which some decomposing matter passed or was formed. If 
such is the correct explanation, the case points to the very clear 
connexion which, in the opinion of many eminent authorities, exists 
as to the pathology of those diseases. On this point we have very 
strong opinions expressed by such pathologists as Virchow, and such 
obstetricians as Schroeder. The latter authority, no doubt, points 
out the general difficulty in fixing upon a particular case as one of 
erysipelas, as a discoloration may arise in the region of the genitals 
either from pressure or from a want of care in nursing. Between 
the cedematous condition of the labize and of the vaginal mucous 
membrane, and the changes found both in erysipelas and in the 
inflammations usually running their course with puerperal fever, 
pathologists fail to find any radical difference ; and if we find a case 
presenting the distinct features of erysipelas as did the above, and 
occurring during a very severe attack of puerperal fever, I trust that 
I am warranted in recognising this as a case which helps to indicate 
the similarity of the two varieties of disease. 

In the foregoing cases it is evident that the immediate causes 
were very various. My first case I have already connected with 
the scarlet-fever poison. My friend’s epidemic very curiously was 
not confined to cases actually attended by himself, but, more 
curiously, it was also spread over many of the cases attended by 
his assistants. Now, as the assistants not only attended women in 
labour, but also those who had been recently confined, and as there 
were at times so many persons suffering from the fever, it is evident 
that if the possibility of manual propagation be allowed, the cir- 
cumstances were eminently favourable. The intelligent care be- 
stowed by my friend on disinfection would in all probability have 
been sufficient in most cases when the centre of infection was slight, 
but when the disease had got such a hold, I see nothing which 
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would be available, unless you could conceive of any one. moving 
about constantly in a cloud from Mr. Lister’s spray apparatus. 
Besides, in a limited community there are many ways in which 
contagion may be carried besides by the medical attendant. The 
same nurse in that district often looks after several cases, and friends 
are not so careful in their wanderings from house to house as they 
should be. In the first case referred to in my friend’s notes, the 
putrid child born of a typhoid fever patient gives a sufficient expla- 
nation of the origin of the fever, if it is possible that decomposing 
organic matter from without may light it up. The escape from septi- 
ceemic mischief during such an outbreak in a house full of disease 
germs, and in such a severe case, is an instance of a remarkable 
escape, for which we are always very truly thankful. In my last case 
the strangest point was the late onset of the disease. It is but rarely 
that resorption occurs after the fourth or fifth day, as a cicatrising 
wound will not readily be the cause of septicemia. In this case, 
however, we had a very delicate woman, and one who was at best 
much affected by even trivial causes. The continued high pulse 
went to show that matters were not perhaps so favourable as other- 
wise they appeared, and if the placental surface was slow to heal, 
throwing out putrid matter even in small quantity, or if any abrasion 
or ulcer occurred as above referred to, a sufficient passage must have 
been allowed for the small amount of decomposing organic matter 
required in such a case. Billroth has shown that before a healing 
wound can absorb, the infecting or other agent must have destroyed 
the granulation. At any rate, the symptoms throughout point most 
distinctly to this as a case which falls within the term puerperal 
fever, and I fully believe that the case was autogenetic. 

Professor Stmpson thanked Dr. Baird for coming so far, and 
bringing so valuable a contribution. He would have liked more 
detail in relation to the cases which occurred to Dr. Baird’s friend ; 
the cases may not all have been due to the same cause. In his 
systematic course he always heads the lecture on this subject ‘‘ The 
Puerperal Fevers.” Sir J. Simpson taught the similarity or rather 
identity between puerperal fever and ordinary wound fever. We are 
all familiar with scarlet fever as a cause of puerperal fever, and a 
previous attack does not necessarily protect a puerperal any more 
than another patient from a new attack, though both in the puerperal 
and in other patients a second attack is not likely to be so dangerous. 
When it attacks a woman during early pregnancy it may cause abor- 
tion, and, if near labour, miscarriage ; if after labour, it may run -its 
course very rapidly and prove fatal before the rash or sore throat 
appear. In Dr. Baird’s own case there appeared to have been some 
morbid condition present from the time of labour; the poison was 
there, but was not great in quantity or severe in character. When 
the erysipelatous blush appeared the true features of the case came 
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Dr. KEILLER remarked that the Society could never hear too much 
about puerperal fever, and considered Dr. Baird’s excellent observa- 
tions not only most welcome, but worthy of all commendation. 
The subject of the communication was full of interest and practical 
import ; it had often been brought forward and discussed in this and 
kindred societies, and though viewed and reviewed in all its bearings, 
it must be confessed that no small measure of ‘‘ Dundrearyism” still 
exists regarding it. It is extremely difficult to say how much has 
been actually proved beyond all doubt as to its contagiousness—a 
point still so open to question as to make us hesitate in speaking 
boastingly of our specially advanced enlightenment. From being 
proféssionally older than perhaps any one present, he had enjoyed, at 
all events, a longer time for, if not also a longer practical experience 
in, observing and considering this by some settled matter ; and the 
conclusion he had come to and was guided by after the most dis- 
tracting, and therefore inconclusive, evidence for and against was this, 
that whether puerperal fever be or be not in the strictest sense of the 
word contagious, the duty of the accoucheur was clearly that of giving 
the benefit of the doubt to his parturient patients, by using every 
precaution against the communication of contagious influences. Dr. 
Keiller referred to one or two cases in which he suspected he had 
personally communicated mischief ending in puerperal fever and 
death, but compared to the numerous times he had in consultation 
and otherwise exposed lying-in women to the risk of contagion, such 
instances were immeasurably few and far between. Years ago, when 
Physician to the Sick Children’s Hospital, and when in daily attend- 
ance in the fever wards where scarlatinal cases were common, he had 
frequently been summoned directly to deliver women, and yet failed 
to remember a single instance of having conveyed this fatal parturient 
poison. Notwithstanding, however, such immunity from personal 
experiences against the contagious idea of puerperal fever, he did not 
defend any such rashness, seeing that the evidences produced by 
others were so numerous and so striking as not to be discarded, but 
rather, on the contrary, acknowledged and duly provided against. 
Instead of lightly treating the many proofs advanced in favour of 
contagion, he invariably endeavoured to practise and to teach the 
duty of extreme caution in order to avoid being the channel of com- 
munication either through touch or otherwise, as by exhalations from 
infected clothing, respiration, &c. Dr. Keiller specially referred to 
what he believed may occasionally prove a source of parturient 
mischief during ordinary digital examination—viz., the possibility of 
danger arising from previous gynecological manipulations, where the 
examining fingers are so frequently besmeared with purulent or other 
more gravely tainted exudations. So strong were the views he enter- 
tained as to our duty in regard to this important matter, that he had 
for years past been in the habit of using the left hand for digitally 
investigating the diseases of women, and keeping the right hand in 
this way ready and comparatively clean for midwifery use. There 
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was here, he thought, an obvious and mighty advantage in the 
obstetrician and gynecologist being capable of ambidextrous adroit- 
ness, the practice of which he recommended and endeavoured to 
pursue for the greater safety of those who entrust their lives in our 
hands, which should, like our consciences, be kept as clear from 
defilement as possible. 

Dr. PEEL Ritcuie thought that, in Dr. Baird’s case, in which the 
fever came on three days after supposed infection with scarlet fever, 
he might relieve himself of the apprehension that he had communi- 
cated that disease. It had probably been so from another source 
previous to the patient’s confinement. The incubative period, in his 
opinion, was too short ; for, in the wards of the Sick Children’s Hos- 
pital, he had never found the time of development of scarlet fever less 
thanfive days. Again, in his opinion, it was possible that infection might 
be caused by the breath, or by exhalations from the body, of a prac- 
titioner. Reasoning from the smell given out by one for some ume 
after attending a post mortem, which had been received into the 
system by inhalation, he considered the materies of puerperal fever 
might be taken into, and given out from, the person of the practitioner, 
and that disease might be conveyed in this way, although all proper 
care to cleanse the fingers was taken. In the instance of Dr. Baird’s 
friend, who had met with so many cases of fever in his practice, he 
believed mere local disinfection of the hands was insufficient. The 
whole system should be disinfected by means of such agents as the 
sulpho-carbolate of soda and the hot-air or Turkish bath. In one 
case of his own, white leg had come on, but not until more than three 
weeks after the labour. He had listened with much pleasure to Dr. 
Baird’s paper. 

Dr. BALLANTYNE, in his own experience, had found the incubation 
period to be only three days. He mentioned a case where a lady 
had brought scarlet fever from a lodging-house ;_ it remained unde- 
veloped until three days after the labour was over. Possibly in these 
cases the disease was not true scarlet fever, but was a septicaemia 
brought about by some of the putrescent results partly of scarlet fever. 
He was aware of some cases where septicaemia had occurred after 
the surgeon had opened putrid abscesses. 

Dr. J. Youne had seen some fatal cases of puerperal septicaemia. 
One case occurred in St. Bernard Crescent some years ago, where the 
labour was easy and rapid. Fever was developed on the third day, 
and rapidly ran a fatal course. Dr. Keiller saw the patient. Dr. 
Young had no other similar case at the time, neither fever nor 
erysipelas. A second case occurred a year thereafter, where the 
patient died from what was supposed to be the result of sewage gas, 
producing all the symptoms of septic poisoning, with fever. He went 
from this case to another patient after change of clothes and washing. 
She made an excellent recovery. Sir James Simpson saw the second 
case. In his opinion, nurses very probably had more to do with the 
carrying of infection than the general practitioners. 
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Dr. Witson had no doubt that some of these cases were non- 
contagious, though many authors had published a series of cases oc- 
curring in their own practice. If a man has had two or more cases 
in his practice it was his bounden duty to give up practice for the 
time. Possibly the scarlet-fever cases were not so easily commu- 
nicable as the septiceemic ones. He knew of two cases where the 
babies took erysipelas after the mothers died of puerperal fever. 

Dr. KeILLER had no doubt of the close connexion or great simi- 
larity between erysipelas and puerperal fever. These two diseases are 
frequently prevalent at the same time. Many years ago, he had pub- 
lished a paper on the subject in the Morthern Medical Fournal, in 
which he gave illustrative cases. He believed in the views enter- 
tained and clearly enunciated by the late Sir James Simpson as to the 
placental site being frequently an originator of septicaemic mischief 
after labour, giving rise to puerperal, as amputation wounds do to 
surgical, fever. 

_ Dr. Bruce had seen several cases of the disease. He believed it 
might arise from a number of different sources. He only once sus- 
pected that he had carried the fever from one diseased woman to 
another ; some of them were infectious, and some not. Precautions 
should be taken in all cases. One case should not cause a man to 
give up his practice for a time. He believed that the infection was 
caused not only by the hands, but in some way or another by emana- 
tions from the individual himself, His conclusions agreed very much 
with what Dr. Keiller had said on this matter. With proper disinfec- 
tion of hands there was little fear of carrying infection. 

Dr. BairD expressed his satisfaction at the reception given to his 
paper, and replied briefly to some of the criticisms upon it. 
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Meeting, Saturday, Fanuary 4th, 1879. 
Epwarb B. SincLair, M.D., President, in the Chair. 


Spontaneous Inversion of the Uterus induced by the presence of a Fibroid 
springing from the Fundus. 


By LoMBE ATTHILL, M.D., Master of the Rotunda Lying-in Hospital. 


On the 27th of August last a patient was admitted into the Rotunda 
Hospital, on the recommendation of my friend, Dr. O’Sullivan of 
Cork, who has kindly furnished me with the following note of her 
case :— 

““M. S., aged twenty-one years, unmarried, was admitted to Cork 
North Infirmary, under my care, on the 18th January, 1878. She 
was sent to me by Dr. Cremen for operation, his diagnosis being that 
she was the subject of a fibroid polypus of the uterus, projecting into 
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the vagina. For many months previously she had suffered from con- 
stant hemorrhage from the uterus, and had become quite blanched and 
anemic. She also stated that some months ago she had experienced 
very severe pains, resembling labour pains ; subsequently the tumour 
was found in the vagina. Upon examination per vaginam, I found 
the tumour as described, with what appeared to be a long, but rather 
thick pedicle, apparently attaching it to the os uteri, which latter 
could scarcely be felt. Unfortunately for the correctness of the 
diagnosis, I did not attempt to pass a sound into the uterus, or make 
a recto-vesical examination, so evident was the outline of the tumour. 
The tumour appeared to be surrounded near its base by a slight sulcus. 
After consultation with Dr. Hobart, one of the surgeons of the In- 
firmary, we decided on removing the tumour with the wire écraseur. 
On the 22nd January, assisted by Drs. Shinkwin, Hobart, and 
Cremen, I proceeded to operate. Having drawn the tumour well 
down into the vagina, I applied the wire of the écraseur around the 
“pedicle,” and commenced to work the instrument slowly. I used 
no aneesthetic, and was very glad I had not done so, as the patient 
complained of excessive pain when the wire began to tighten, and the 
pain became so great that we considered it prudent to stop the opera- 
tion and to remove the écraseur; and, upon making a further and 
more careful examination—having first drawn the entire tumour out- 
side the vagina, which was easily done—I discovered that the tumour 
was an inverted uterus, with a fibroid growing from the fundus, such 
as those described by M‘Clintock, Sayre, and others. There was no 
pedicle, but a slight groove could be observed at its attachment to the 
uterine wall. The wire of the écraseur had commenced to cut through 
the cervix uteri posteriorly, and from the wound there was a slight 
heemorrhage, to which I applied the liquor ferri perchloridi. I re- 
turned the tumour with the uterus into the vagina, and, fearing 
hemorrhage, plugged ; and, with a view to avert peritonitis, oplum 
was freely administered. For several days she continued very ill, 
vomiting much, but under treatment all inflammatory symptoms sub- 
sided, and she gradually got better, recovered her appetite, and with 
it renewed health ; colour was restored to her lips and cheeks, and 
she put up flesh ; there was no further hemorrhage, but there con- 
tinued for a time a foetid discharge from the vagina, which was 
counteracted by injections of Condy’s fluid. Menstruation did not 
return for six weeks, and lasted only a few days. She was discharged 
from the infirmary on the reth April, 1878, and returned to the 
country, where her health appeared to be gradually improving, until 
the hemorrhage again returned, and continued from time to time with 
more or less severity up to the date of her admission to the Rotunda 
Hospital.” 

On admission this patient presented a very anzemic appearance, 
the pulse was feeble, and she complained of being very weak. She 
stated that she was quite free from pain, but suffered from an almost 
constant sanguineous discharge. On making a vaginal examination, 
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a tumour as large as a man’s fist was found lying in the vagina ; it 
could be traced up to the os uteri, which encircled it, but the sound 
did not penetrate to the depth of more than half an inch within the os, 
and a bi-manual examination showed that the body of the uterus was 
absent from its normal position in the pelvis ; it was therefore evident 
that Dr. O’Sullivan’s diagnosis was perfectly correct. 

The first step obviously was to remove the tumour ; this was effected 
onthe 29th. The patient being etherised, and the whole tumour 
having been drawn outside the vulva, it was detached, or, more cor- 
rectly, enucleated, the finger and handle of a scalpel being alone used 
for the purpose. A good deal of bleeding followed, but the raw 
edges were drawn together with catgut sutures, and the inverted 
uterus being pushed back into the vagina, the hemorrhage quickly 
ceased. No attempt was at this time made to re-invert the uterus. 
I deemed this inexpedient for several reasons. The presence of the 
extensive lacerated wound, caused by the removal of the tumour, was 
alone sufficient to deter me from active interference; besides, Schroeder 
affirms that after the detachment of the tumour, the uterus will re- 
invert itself. It was, therefore, right to give time to see if this would 
occur, besides we had reason to fear that adhesions might have formed 
during the previous attack of peritonitis ; the breaking up of these in 
her then weak state would have been a very serious matter. 

After the removal of the tumour, the patient rapidly improved ; 
there was no return of the hemorrhage, her appetite became good, and 
she put up flesh; but an examination made at the end of a fortnight 
proved that the uterus remained as large and as completely inverted 
as ever. She was now allowed to be up, and from this date she 
rapidly gained strength ; there was not any discharge, nor did men- 
struation occur. 

Five weeks thus elapsed, and then, no change having taken place 
in the condition of the parts, I decided to attempt to re-invert the 
uterus. Accordingly, on the 4th October, the patient having been 
brought under the influence of ether, I introduced my night hand 
into the vagina, and steadily compressing the fundus with my fingers, 
endeavoured at the same time, with the palm of my hand, to force 
the inverted part through the os, but without producing any effect ; 
a similar effort made with my left hand had no better success, and 
finally I abandoned the attempt for that day. She rapidly recovered 
from the effects of the ether, and did not subsequently suffer any 
pain. Menstruation appeared about a week subsequently, and was 
moderate in quantity. 

But though I had failed as yet to re-invert the fundus, I was far 
from despairing of success ; indeed the impression left upon my mind, 
as the result of the attempt I had made was, that I would have suc- 
ceeded if only I could have fixed the uterus and prevented it receding 
as I made pressure ; this with my hand in the vagina I could not do, 
and I resolved to make another effort, conducted in an’ entirely dif- 
ferent manner. First of all I had this instrument made for me, which 
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you see is not unlike a stethoscope, only stronger, the extremity being 
cup-shaped to fit the inverted uterus. The patient was then 
etherised, and the perineum being drawn well back by means of a 
duck-bill speculum, I seized both the anterior and posterior lips of the 
os uteri with vulsellums ; that holding the anterior lip I held mysell ; 
an assistant, the one grasping the posterior lip ; the larger end of the 
repositor was then applied to the fundus uteri, the small to my chest ; 
my left hand was therefore free, and while I exerted force with the 
repositor by the pressure of my chest against it, I was enabled to keep 
the fingers of my left hand in contact with the os, and thus to judge 
accurately the impression made on the fundus, and at the same time 
regulate the amount of force employed ; the force used was exercised 
from my chest, against which the stem of the instrument mentioned 
rested. 

At first no effect was produced, but after a time I perceived that 
a portion of the inverted mass slipped up gradually ; the move- 
ment became clearly perceptible ; then the fundus followed, and 
quickly passed inside the os. I, however, still kept up the pressure, 
fearing the re-inversion would not be complete. After a little time 
I slowly withdrew the repositor, and passing my hand into the 
vagina, and my finger into the uterus, satisfied myself that the 
restoration of the organ to its normal shape had been perfectly 
effected. 

For some days subsequently I felt much anxiety, fearing that 
peritonitis might occur, but my fears were groundless; no un- 
pleasant symptom followed, and after the lapse of a week I allowed 
her to getup. The condition of the uterus a few days subsequent 
to the operation was very similar to that presented by patients in 
whom the uterus remains imperfectly involuted after delivery. The 
uterus was very large and soft, and the sound showed that it 
measured nearly 34 inches in depth; the os was so patulous that it 
easily admitted the finger, and there was copious uterine catarrh— 
in fact, had this patient been then seen for the first time, the recent 
occurrence of pregnancy would undoubtedly have been suspected. 

With the view of stimulating the uterine muscular tissue to con- 
tract, I applied carbolic acid on several occasions to the whole of 
the intra-uterine surface. 

On the 23rd November menstruation appeared—this time rather 
profusely, the loss being much more considerable than on the 
previous occasion when the fundus was inverted. This certainly 
was a remarkable fact, and not in accordance with what would have 
been anticipated. 

Although the patient’s general health had markedly improved, the 
uterus reduced very slowly in size, and the uterine catarrh continued 
copious ; tincture of iodine was substituted for the carbolic acid 
and subsequently fuming nitric acid was applied through my 
canula to the whole of the intra-uterine surface. Neither appli- 
cation caused pain, but the result was not marked ; finally, ro 
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grains of sulphate of zinc were introduced through Simpson’s forte- 
caustigue, and the patient was put on arsenic, and at the end of 
December the uterus measured but 24 inches in depth; the os, 
however, was still patulous, and its lips abraded. On the 31st 
December menstruation recurred, and lasted several days—not, 
however, profusely. — 

The method I employed in this case differs materially from that 
recommended by Barnes and other authors, and is so simple, and in 


the present instance was so satisfactory, that I think it well worthy 
of trial in similar cases. 


Dr. Macan said that through the kindness of Dr. Ryan he was 
fortunate enough to be called to see a case which very much 
resembled this. There was a slight difficulty in the diagnosis of the 
case to which he referred, for Dr. Ryan, after making a most care- 
ful examination, arrived at the conclusion that there was a fibrous 
tumour; but, on the other hand, he could not find the fundus of the 
uterus, nor could he make out where the uterus began, and the 
supposed fibrous tumour ended. ‘Then he thought it was an 
inversion, but there were some things which that hypothesis did not 
explain either. When he (Dr. Macan) saw the case the tumour was 
hanging out two inches beyond the vagina, the lower part of it being 
in a state of slough, so that antiseptics had to be used in order to 
keep down fcetor. The tumour seemed like a polypus, and could 
be pinched without pain, but the moment the uterus was pinched 
the woman cried out. In her case the history of hzemorrhagic 
affections went back fourteen years, and she was sometimes nearly 
at death’s door in consequence of them. ‘There was a stoppage of 
the hemorrhage six years previously, and it seemed to him that that 
must have been the time when the tumour came through the orifice 
of the uterus, the hemorrhage not being so great as it had been 
previously. The tumour was-removed without difficulty. At first 
he thought of incising the capsule, but found that it bled freely, 
being full of vessels. ‘Then he determined to put on an écraseur, 
and did so, removing the tumour. Subsequent to the operation 
he found that haemorrhage, though not by any means profuse, 
went on, and that he could not stop it with perchloride of iron, 
although the bleeding surface was not much larger than a shilling. 
Dr. M‘Clintock had acase in which the hemorrhage could only 
be stopped by constant pressure of the finger. In his own case 
—as he wanted, in the first instance, to reduce the inversion 
of the uterus—he put on three ligatures, and drew the surfaces 
together, so that not a drop of blood could escape. He then 
tried to reduce the inversion, but utterly failed. The woman 
was forty-six years of age. Dr. Ryan also tried to reduce 
the inversion, but in vain. Then Dr. Ryan said that if he (Dr. 
Macan) did not perform the amputation he would do it himself, as 
he considered the woman’s life in danger. He (Dr. Macan) accor- 
dingly took off half of the uterus, and then brought the edges 
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together by sutures as completely as if the peritoneal surfaces were 
in apposition. There could then be no hemorrhage, while there was 
a chance of adhesive peritonitis between the two surfaces. After- 
wards the woman menstruated, and no one could tell that anything 
had happened to her at all. He met with another case of inversion 
in the Rotunda Hospital, in which the uterus was taken off, and yet 
the woman had not a single bad symptom afterwards. It had been 
said that an inverted uterus generally went back of itself. Why it 
should go back after a tumour, when it would not go back after 
delivery, he could not understand. In Dr. Atthill’s case there was 
no effort at re-inversion. With regard to the methods of re-inversion, 
he believed the best was to make a pressure at the part of the uterus 
where the Fallopian tube went in. Dr. Emmett, of New York, 
said that when the fundus was got to the level of the external os, 
the difficulty generally was to get the former up the cervix. In such 
cases what he did was to put two silver sutures through the lips of the 
external os to prevent the fundus from going farther down, and then 
a spontaneous re-inversion took place by the constant pressure of 
the silver sutures on the fundus. These cases were all mentioned in 
a paper that he (Dr. Macan) had read before the Society. There 
was one in which inversion occurred in a woman who had been a 
widow for six or seven years, and who had suffered from menorrhagia. 
And some German authorities were of opinion that inversion 
depended greatly on where the site of the placenta was. 

Dr. M‘CLINTOCK once met a case of complete inversion of the 
uterus, caused by a small polypus, not larger than a Spanish chest- 
nut, which was adherent to the fundus. The woman. was between 
sixty and seventy years of age. He relieved her of her trouble by 
two operations, though he afterwards found that one would have 
sufficed. First he removed the tumour from the extremity of the 
inverted fundus with an écraseur, and a most troublesome hzemor- 
rhage ensued, which was very difficult to control, as was generally 
the case in hemorrhages from the substance of the uterus, because the 
arteries had not much space toretract. Though the extent of surface 
exposed was very small indeed, the hemorrhage was most trouble- 
some. He made no subsequent attempt at reposition, thinking that 
it would be utterly useless. He secured it with ligature, which he 
left on for twenty-four hours ; and the woman afterwards recovered 
perfectly. The idea of some mechanical support, such as Dr. 
Atthill had suggested, had occurred to other minds also. In a case 
he (Dr. M‘Clintock) had in the Lying-in Hospital, it occurred to 
him to try to push up the uterus. He got a brass cup made, with a 
metal handle, the cup being made of sufficient size to receive the 
uterus. He tried the instrument, but it failed, as did every attempt 
at reposition, though the case seemed a most inviting one for it, 
as the uterus was very small. ‘That was a case of inversion following 
delivery, and eventually he had to remove the uterus. A few days 
ago he received from New York a paper by Dr. John Byrne, of that 
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city (who held a high position in the Brooklyn Hospital), which was 
published in the last volume of the American Gynecological 
Transactions. The author described a novel mode of reducing 
chronic inversion of the uterus. In principle it was essentially the 
same as that employed by Dr. Atthill, but the instrument, which Dr. 
Byrne called a repositor, was a more artistic, and probably a more 
efficient one for the purpose than that extemporised by Dr. Atthill, 
though no better results were obtained from it. The most important 
part of the treatment recommended by Dr. Byrne was the use of 
strong contrary pressure on the hypogastrium over the fundus of the 
uterus, in order to save the vagina from enormous stretching and 
consequent laceration. Dr. Atthill overcame that danger by catching 
the os uteri and holding the uterus down. Dr. Byrne and Dr. 
Gaillard Thomas had a cup-shaped instrument for making pressure 
on the hypogastrium ; and with it Dr. Byrne succeeded in reducing 
an inversion fourteen days after delivery, although that was nota 
great triumph. Ina case which he (Dr. M‘Clintock) attended with 
Dr. Churchill, some years ago, he replaced the uterus with the hand 
eleven cays after delivery. Dr. Byrne’s repositor was also used by 
Dr. Thomas, in a case of long standing, with most satisfactory 
results. In Dr. Atthill’s case the symptom of pain which occurred 
on the compression of the uterus by the ligature proved that that 
symptom, which was relied on by the older writers, was a valuable 
diagnostic mark. . 

Dr. DENHAM said he remembered very well the case of the entire 
removal, by ligature, of the uterus, alluded to by Dr. M‘Clintock ; it 
occurred in the first year of his (Dr. Denham’s) Mastership, upon an 
occasion when Dr. M‘Clintock undertook the charge of the institution 
for him. The only point he desired to refer to was the smallness of the 
tumour, as not being sufficient to account for the inversion. He looked 
on that as an accidental circumstance. Dr. M‘Clintock had given a 
beautiful drawing of that case in his work, and any one referring to it 
would see that the tumour, which was removed with an écraseur, was 
not much larger than a filbert, and that it was at the fundus. They 
had many of them seen polypi of much larger growth, which did not 
induce inversion. However, it mattered very little what the cause of 
an inversion was. He believed it would be found that considerable 
pressure on the body of the inverted uterus would very much facilitate 
its return. Dr. Atthill had been very successful in the use of the 
instrument he had shown; but still there might be many cases in 
which that instrument might not be so successful in the hands of 
others. In many cases a pressure upwards would be likely to succeed 
by the simple brute force of putting the instrument against the in- 
verted body and then pressing with the chest. At the same time 
they should not be disappointed if in other cases like that described 
by Dr. Atthill the operation should fail. In a former report made to 
the Society, he (Dr. Denham) mentioned a case of inversion induced 
by a midwife, who was in a great hurry to complete the labour before 
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the arrival of the physician. She forcibly pressed on the fundus and 
at the same time dragged the cord, and by so doing completely in- 
verted the uterus. This was concealed by her for some time, until 
the woman was sent to hospital, almost dead from hemorrhage. He 
applied upward pressure and succeeded in effecting re-inversion to a 
certain extent; but a small portion of the fundus remained like an 
india-rubber ball, and, dreading that too much pressure would produce 
inflammation and injury to the parts, he let the case remain so until 
the following day, when they found that nature had completed the 
operation, the fundus having slipped up of itself. The woman was 
in delicate health—nevertheless she afterwards conceived, and came 
to the hospital, where she died of puerperal fever, which was then 
epidemic. 

The PRESIDENT stated that a case of uterine inversion, occurring 
at delivery, and not discovered until eight years afterwards, came 
under his observation in Sir Patrick Dun’s Hospital. Dr. Denham, 
he thought, saw the case with him. They tried the taxis, which led 
to great haemorrhage and such exhaustion of the patient that they 
desisted, and he was very glad they did. She permitted him to re- 
move the tumour. He used Gooch’s double canula and waxed 
whipcord, with which he snared the uterus. The great point in 
snaring was to completely strangulate the parts at once. Hedidso, 
and profuse hemorrhage from the uterus immediately followed, but 
lasted only a very short time. No very serious symptom ensued ; 
and, at the end of the fifth day, the lower portion of the uterus below 
the ligature was completely decomposed. He removed that portion 
of the uterus with a scissors below the ligature. The stump, with 
ligature attached, came away in forty-eight hours afterwards. When 
he examined the tumour, he found that the peritoneal cavity was 
nearly obliterated by adhesion ; the appendages on one side were 
annihilated, and there was only a trace of the ovary on the other. 
Had he continued the taxis, he believed that the case would have termi- 
nated fatally. The woman left the hospital perfectly well, and is at 
this moment enjoying excellent health. He preferred ligatures and 
waiting until the part below was in a state of decomposition, taking 
care to use Injections in order to prevent septicaemia. Under such 
management adhesions above the ligatures would, in his opinion, be 
more effectual and certain. 

Dr. ATTHILL, in reply, said cases of the sort were very rare, perhaps 
not occurring more than once in a man’s lifetime. With reference to 
the OHNE OR of Dr. Denham, the paper showed that he (Dr. 
oe septate until both his hands were thoroughly paralysed. 

-invert, they required pressure of some kind. To get 
the uterus fixed upon the abdominal wall was almost an impossibility, 
especially when the uterus was small. ‘The mass of intestines and 
the thickness of the abdominal wall rendered it almost impossible to 
get the hand deep into the pelvis. Again, when the uterus had gone 
down through the os, there was nothing for them to make contrary 
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pressure. They might make pressure on the abdominal wail and 
yet little or none on the fundus itself. The whole stress was, 
consequently, thrown on the vagina, which would resent such pressure ; 
and, in the case detailed, if he had not succeeded in fixing the uterus 
as he did, he would not have succeeded at all. Dr. Macan had 
mentioned that some German authorities considered that the great 
difficulty was to get the fundus beyond the os. He (Dr. Atthill) 
thought there was reason for saying that that was because there was 
not proper means of doing it. When he tried taxis with his hand, 
he reduced the bulk of the uterus very considerably, and thought he 
would have been able to send it through the os ; he did send ita little 
way but could not afterwards follow it with his fingers. An instru- 
ment such as he showed would be very useful as a means of following 
the uterus and overcoming the difficulty caused by its stopping at the 
os. To effect the re-inversion of the uterus in such cases by air-bags 
was, he thought, an impossibility. Pain was, no doubt, an important 
element, as affording a means of diagnosis, but too much stress should 
not be laid on that symptom. On the first examination he made of 
the tumour, a few days after the operation, he found that the mucous 
membrane of the surface of the inverted fundus had healed so per- 
fectly that they could not suppose that any tumour had grown from 
that portion of it. 


On the Prevention of Accidents arising from the Use of Pessaries. 
By J. RUTHERFORD KIRKPATRICK, M.B., &c. 


Of the different modes of treatment for displacement of the uterus, 
the use of pessaries is now most general, either with the hope of 
curing the displacement or of alleviating the sufferings and discomfort 
caused by these various flexions, versions, and prolapses of the womb. 

It is not my intention in this paper to discuss the many symptoms, 
or causes, or modes of treatment of these affections, or to enter very 
minutely into the merits or demerits of the innumerable kinds of 
pessaries which have been invented, used, and improved upon again 
and again. 

It is my wish rather to investigate what are the accidents that may 
arise from the employment of these mechanical agents, and what are 
the best means to be adopted for their prevention. Many instances 
are recorded of very sad, and sometimes fatal, results following on 
their use—sometimes brought about by the total neglect on the part 
of the patient of the advice and instruction given to her at the time 
of their introduction; or it may be by neglect on the part of the 
physician in not giving proper directions or instructions to his 
patient ; or, as sometimes does occur, from a physician making use 
of a pessary without acquainting his patient at all that he has done 
so. I pass by any reference to accidents arising from.the use of 
intra-uterine stem pessaries, as I have had no experience myself of 
their employment. ‘These instruments are not popular with the 
great body of general practitioners, and by some of the most 
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eminent specialists “on diseases of women their use is altogether 
discountenanced, or restricted to a class of cases very limited indeed, 
as compared with those for which the inventors would have thought 
them fitting” (AZedical Times and Gazette, May 4,1878). The vaginal 
pessaries most in use at the present time are the disc, the globular, 
the ring, Zwancke’s and Hodge’s, or lever pessary, with its many 
modifications. The accidents arising from these are various—such 
as vaginitis (sometimes in a mild form, at times most intense), 
irritability of the bladder, complete retention of urine, constipa- 
tion and engorgement of the lower end of the rectum. Besides 
these ill consequences, pelvi-peritonitis, peri-uterine inflammation, 
cellulitis, and metritis, have been induced ; and in some cases, where 
the patient had recently been suffering from any of these latter forms 
of inflammation, the introduction of a pessary has brought about a 
fatal result. The cervix uteri has sometimes been incarcerated or 
even strangulated in the central opening of the disc, or within the 
old form of globular boxwood pessary, where that portion screwed 
into one end has been pulled away and the pessary has become 
turned round. The removal of a globe or disc pessary is often 
rendered very difficult, or next to impossible, in consequence of the 
orifice of the vagina having become much contracted. Under these 
circumstances it 1s sometimes necessary to break the pessary into 
fragments in order to accomplish its removal. If it happen to be 
made of vulcanite, the difficulty of this operation becomes very 
great, owing to the hardness and cohesion of the material out of 
which the pessary is made. Hodge’s pessary has been known to cut 
through the vaginal walls. I have not myself met with any instance 
of those sad accidents where the pessary has cut its way into the 
bladder or into the rectum, but many such deplorable cases are 
on record. A few years ago I had to remove from the vagina of an 
old woman a large globular boxwood pessary, which was used to 
remedy a prolapse of the womb. This pessary had been placed in 
her vagina by Dr. Evory Kennedy when he was Master of the 
Rotunda Hospital, and had never been removed from that time till 
she came under my care, fully thirty-five years afterwards. — Its 
removal, as may be supposed, was no easy or agreeable operation. 
The outlet of the vagina had become much contracted ; the foetor 
from it was such as I have never before or since experienced. 
Assisted by Dr. Tate, I succeeded in breaking the pessary into 
pieces with a strong bone-forceps and crotchet, and removed it bit 
by bit. ‘This patient’s vagina was in a state of intense inflammation 
and excoriation, for the relief of which she had sought advice, the 
commencement of her uneasiness being of rather recent date. I 
have only to add that she recovered without any bad symptoms or 
suffering, which one might suppose would follow after the contact 
of such putrid matter with an excoriated and inflamed mucous 
membrane, She had no return of prolapse. 


In 1863 Dr, Kidd exhibited, at a meeting of this Society, a 
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pessary which he had removed from a patient, seventy years of age, 
which had remained in her vagina for thirteen years. The pessary 
was formed of a mass of tow covered with some black composition. 
This woman stated that, notwithstanding the directions she got to 
apply at the hospital to have the pessary removed occasionally to 
have it cleaned, she had not done so, and had almost forgotten it 
till a fortnight previous, when she began to suffer pain in the back 
and from vaginal discharge. Dr. Kidd also mentioned that on 
another occasion he removed a large globular boxwood pessary 
which had remained in the vagina twenty years. 

These cases are examples of patients neglecting the instructions 
given to them when the pessary was first used—this neglect, for- 
tunately for themselves, leading to no worse sufferings than a bad 
attack of excoriation of the vagina, notwithstanding the length of 
time that the pessary had remained in the vagina. Much more 
serious consequences than these may ensue. 

In vol. xvi. of the London Obstetrical Society’s Transactions, 
a case of recto-vaginal fistula is reported by Mr. Churton, caused by 
a Zwancke’s pessary retained for two years in the vagina. Although 
this woman’s sufferings began about nine months after the intro- 
duction of the pessary, she neglected seeking relief until feeces had 
been passing from her vagina for three weeks. 

Several other instances of both recto-vaginal and vesico-vaginal 
fistula were related by Fellows, during the subsequent discussion of 
this case, induced by different forms of pessary retained in the 
vagina for periods of time varying from fourteen months to eleven 
years. Dr. Wiltshire also remarked that in gouty women there was 
a great intolerance of pessaries, incrustations rapidly ensuing in 
such persons. 

In vol, xviii. of the Transactions of the London Obstetrical 
Society, Dr. Gervis is reported to have exhibited a pessary which 
had remained over fifteen years in a woman’s vagina. This patient 
had suffered from vaginal discharge, tinged with blood and highly 
offensive, for months. She could neither stand nor walk, and had 
cramps in the legs, but no pain either in passing water or in the 
action of the bowels. The pessary, which was a large round me- 
tallic one, was imbedded in the walls of the vagina; it was removed 
with a bone-forceps, and the patient recovered perfectly. 

In vol. xix. of the Transactions of the London Obstetrical 
Society there is a case reported by Dr. Galabin, and a Zwancke’s 
pessary exhibited by him, which had been removed from a woman 
fifty-eight years of age. -This pessary, which had been introduced 
six years before, was found deep in the vagina, imbedded in phos- 
phatic calculi, the base of the bladder being destroyed, and the 
bladder, vagina, and rectum thrown into one common cloaca. In 
the discussion which took place on this case several speakers 
condemned Zwancke’s pessary as most objectionable. Dr. Godson, 
however, stated that during the last eight years he had inserted 
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hundreds of them, and had never seen any evil results from wearing 
those that he had introduced. If the instrument was not removed 
every night it was undoubtedly liable to damage the soft parts. He 
always gave the patient printed instructions how to manage it, and 
had every reason to believe that these were carried out. 

Mr. Christopher Heath, in a lecture on Diseases of the Rectum, 
published in Zhe Lancet for 1873, says :—‘‘ Pessaries, used to rectify 
displacements of the womb, often cause much harm to the bowel, by 
their pressure causing engorgement of the lower end of the rectum. 
He also relates an example of the ill effects of a Zwancke’s pessary, one 
of which he had lately removed ; it had caused an incurably large 
recto-vagina fistula. 

We will now examine what rules are laid down in the standard 
works on diseases of women for the avoidance of accidents during 
the use of vaginal pessaries. 

Denman, in his Introduction to ‘ Midwifery,” says :—“ Much 
dexterity and judgment also are required in the introduction of 
pessaries of any kind, for if they are too small they will not remain in 
the vagina, and if too large they will inflame and irritate the parts, 
mechanically causing strangury, obstinate constipation, and other 
painful symptoms.” Further on he states: ‘‘ Pessaries once fairly 
introduced may often be worn for many years without any or very 
little inconvenience ; but sometimes, from the long continuance of a 
common one, or from the entanglement and strangulation of the os 
uteri, within the opening at the centre (which ought always to be very 
small), there has been much difficulty in withdrawing it when 
necessary.” ; 

In his work on “ Diseases of Women,” West says :—“‘It can 
scarcely be necessary to say much with reference to the manner of 
introducing pessaries or the precautions to be observed by those who 
wear them. 

“Even in cases that most require their employment it is always 
presupposed that they are not used so long as any considerable 
tenderness of the parts exists, or as long as there are any remains of 
inflammation or of considerable congestion. Whatever kind of 
pessary is used, but especially when the disc pessary is employed, 
we should not leave our patient after its introduction until she has 
walked two or three times across the room, and thus ascertain that 
the instrument still remains in its proper position. 

‘No pessary should be allowed to remain for many weeks in the 
vagina, whatever may be the precautions used by frequent employ- 
ment of vaginal injections to prevent the deposit of the secretions 
upon it. One of the great advantages of the globular pessary, 
and also of Zwancke’s instrument, consists in the possibility of its 
being removed by the patient herself at night, and replaced before 
she rises in the morning, by which means not only can it be kept 
scrupulously clean, but the vagina can be washed out by the copious 
use of water or of some astringent lotion twice in the twenty-four hours. 
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“Cases of most serious mischief, arising from the neglect of this 
precaution, are on record, in which inflammation and ulceration 
of the vagina have been produced, or the pessary has even made its 
way into ‘the bladder, thus entailing on the patient all the miseries of 
vesico-vaginal fistula.” 

_ M(‘Clintock, in his “Clinical Memoirs en Diseases of Women,” 
says :—“ Except on a few rare occasions, I have never seen any 
unpleasant consequences from their use. Using too large a pessary 
(a globular boxwood one) has two or three times been followed by 
some symptoms of uterine or pelvic inflammation, which subsided in 
a few days under mild treatment and the removal of the instrument, 
In about six or eight instances I have seen slight vaginitis or abrasions 
of the vagina induced by the prolonged detention of the pessary.” 
In procidentia of the womb, with ulceration of the vagina or os uteri, 
he advises not to introduce a pessary until the patient has undergone 
preparative treatment during some days—the womb being returned 
to its proper place, the patient kept in bed, &c. &c.—with the 
expectation of the ulcer healing; but he gives an instance where, 
notwithstanding the presence of an ulcer fully two inches square, 
which would not heal in consequence of the impossibility of keeping 
the womb up, a globe pessary was introduced, which succeeded in keep- 
ing the womb up. As a measure of precaution it was taken out every 
three or four days and a careful examination made, to see that it was 
doing no mischief. The ulcer rapidly healed up. He advises that 
where a patient cannot herself remove the pessary, she should be 
peremptorily enjoined to return in a couple of months—or sooner, 
should it cause the least pain or uneasiness—to have it taken out for 
a day or two and cleaned. The tape for the withdrawing of the 
round or oval pessary he directs should always be fastened to the 
opposite end of the pessary to that into which the circular piece of 
wood screws, for fear the movable piece should be pulled out, and 
sO give rise to the accident of which he gives an instance. An 
unmarried woman, aged twenty-six, who had suffered from prolapse 
of the womb since she was eighteen, in trying to withdraw a globe 
pessary (as she was in the habit of doing herself from time to time by 
means of the string), pulled away the round button, leaving the 
instrument behind. Six weeks afterwards it began to cause her so 
much pain and annoyance as to compel her to seek relief. On exa- 
mination, the pessary was felt, and he (Dr. M‘Clintock) was at much 
pains to extract it with the aid of one blade of the midwifery forceps. 
He succeeded in getting it beyond the vulva, and then found that the 
cervlx uteri was incarcerated within the pessary, and before they 
could be separated some forcible manipulation had to be used. 
The pessary had caused considerable abrasion of the vagina and os 

uteri. 

Gaillard Thomas, of New York, in his work on “ Diseases of 

_ Women,” says of pessaries :—‘ None should be used which distend 
the vagina, and those employed should be worn without any sense 
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of discomfort, should be kept clean by injection with astringent fluid 
every night or every night and morning, and should be examined at 
intervals by the physician, to make sure that it is not cutting into 
the tissues ; and at intervals not exceeding two months it should be 
removed, examined, and reintroduced. ‘Their injurious effects,” he 
says, ‘I would attribute, not to the instruments themselves, but to 
the improper manner in which they are sometimes used and the 
carelessness with which they are allowed to remain 77 setu without 
observation. Pessaries should be carefully watched, for they some- 
times create cellulitis, peritonitis, and vesico-, recto-, and utero-vaginal 
fistula.” He relates a case where Professor Sayre dilated the cervi- 
cal canal, and extracted a globe pessary which had migrated from the 
vagina into the uterus and been retained there for a length of time. 

Marion Sims, in his work on “ Uterine Surgery,” after mentioning 
various examples of serious results he has seen from the use of different 
kinds of pessaries, says :—‘‘ We will often make mistakes—rst. In 
resorting to pessaries when there is metritic inflammation in some 
form. nd. In selecting an inappropriate instrument. 3rd. In 
making it too large; sometimes too small. 4th. In allowing it to 
remain too long without removal. After we succeed in getting the 
pessary to fit accurately we should never send our patient off till she 
is taught to remove and replace it with the facility that she would put 
on or pull off an old slipper. A pessary is a thing to be worn like 
an eyeglass, only when awake. If we observe these rules,” he adds, 
“there would be none of the accidents alluded to above to damage 
their reputation for usefulness.” 

In Ziemssen’s ‘‘ Cyclopedia of the Practice of Medicine,” Schroeder, 
speaking of the use of pessaries, says :—‘‘This variety (Mayer’s india- 
rubber ring) is less irritating than others, provided it is removed and 
cleaned from time to time—say every four weeks—and the vagina 
syringed. If they are left in position fora long time uninterruptedly, 
these, as well as every other kind of pessary, may produce the worst 
possible results.” He had seen incisions into the soft parts made by 
the ring, into which one could lay the entire first joint of the finger. 
“Pessaries may also produce acute catarrhal inflammation of the vagina. 
A good, well-fitting pessary increases the secretion of the mucous 
membrane but very little, especially if the decomposition of this 
secretion is prevented by frequent cleansing. When pessaries press 
continuously upon one spot for a long time, they gradually erode the 
mucous membrane, and may cut deep furrows into the subjacent 
cellular tissue. Granulations growing through the opening of the 
pessary may even completely imbed one side of the instrument.” 

Bernutz and Goupil speaking of pessaries used against uterine 
deviations, where there has been uterine or peri-uterine inflamma- 
tion, lay down this rule :—The acute stage must have passed 
over—they must be easy and painless where applied, for we have 
seen their untimely application in a case of chronic pelvi-peritonitis 
bring on a fatal relapse. 
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Now, what rules of practice can we deduce from an analysis of the 
foregoing quotations ? 

No very precise rule has been laid down as to the length of time 
that a pessary should be allowed to remain in the vagina without 
removal. JI think that where we use a pessary in the globular or 
oval or disc form, where the vaginal syringe cannot sufficiently keep 
the instrument clean, four weeks should be the limit of time that it 
should be permitted to remain without removal for the purpose of 
cleaning the instrument and examining the condition of the vagina 
and cervix uteri. 

Those pessaries which are made of hard india-rubber, such as the 
different modifications of Hodge’s, not being so liable to absorb 
moisture, keep clean much longer, particularly if the patient is 
careful to observe the rule to syringe the vagina, night and morning, 
with abundance of tepid or cold water. But even when these kind 
are worn we should direct our patient not to allow more than six 
weeks or two months to pass without examination, either for the 
removal of the pessary or for its adjustment. I lately removed a 
Hodge’s pessary, made of vulcanite, which had been introduced not 
more than four months previously. It was much coated over with 
phosphatic deposit, in such a manner as to be highly irritating to the 
vaginal mucous membrane, and which deposit could not be removed 
by any amount of washing. 

We may instruct our patients to remove a pessary of any form 
if she feels pain, or inconvenience, or distress, while wearing it; but 
I would not like to trust a patient to reintroduce for herself a 
Hodge pessary, or indeed any form, unless, perhaps, a globular one 
for prolapse of the womb. 

The strict observance of the following rules, I believe, will tend 
much to the safety and comfort of our patients, and prove the 
surest safeguard in preventing all the accidents arising from the use 
of pessaries :— 

1st. In no case should a physician use a pessary without telling 
his patient that he has done so. 

and. That, inasmuch as a pessary should give rise to no pain or 
uneasiness whatever after its introduction, the patient should imme- 
diately come back in the event of any such symptom occurring. 

3rd. She should return to have the instrument examined or 
removed not later than six weeks or two months. 

4th. That, in the event of any sensation of heat, pruritus, or 
irritation of the vagina, or the occurrence of any discharge, coloured 
or otherwise, or any offensive smell, she should at once present 
herself to the doctor for examination. F 

5th. The. daily use of a vaginal injection of tepid water, or of 
some mildly astringent wash, will have the most beneficial effect in 
arresting the first symptoms of vaginal irritation. If the patient be 
wearing a Hodge pessary she should be warned to use gentleness 
in introducing the pipe of the syringe, lest the instrument might be 
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displaced. A patient need not be afraid of using an injection of 
simple warm water, even during the menstrual flow. ‘This conduces 
very much to her comfort at the time, and the retention of any of 
the catamenial fluid is very apt to prove a source of irritation. 

6th. If the vulva is much dilated from procidentia of the womb, 
it is well to keep the patient in the horizonta! position for some 
days, whereby the womb will be kept up, and the vaginal orifice 
have time to contract before the introduction of the pessary ; for, 
although the introduction of a disc or globe pessary may be 
accomplished with great facility, its removal afterwards may become 
a matter of great difficulty, owing to the contraction of the vaginal 
orifice consequent upon the womb being kept zz sz#z, and no longer 
distending the parts. 


Dr. M‘CuinTock said Dr. Kirkpatrick had alluded to an accident 
that might occasionally arise from the use of pessaries—namely, the 
contraction of the os vaginse subsequent to the introduction of the 
pessary ; and he had said that before introducing the pessary it 
would be well to keep the patient in bed for some time. A case 
illustrating this had recently come under his observation. An 
elderly unmarried lady, a person of nearly sixty years of age, of 
active habits and very strong muscular frame, came to him, com- 
plaining of a slight prolapsus of the uterus which had come to the 
vulva, annoying her excessively and interfering with her locomotion 
very much. He introduced a small disc pessary made of vulcanite, 
enjoining the use of a syringe every night, and told her if the 
pessary gave her any annoyance, or if there was any discharge, to 
come back to him. At the end of three years she came to him, 
and said that in the interval she had had the most perfect comfort 
with the pessary, and that she would not have come back but for 
his injunction to do so in the event of there being any discharge. 
He made an examination and found that there was no heat at the 
vulva, but he thought it would be well to take out the pessary for a 
few days in order that if there should be any irritation or inflamma- 
tion higher up it might heal. On attempting to remove the pessary, 
all the force that he could use would not get it out, and caused such 
pain that he desisted. A few months ago a tall, fine-looking 
woman, of about sixty years of age, presented herself to him, com- 
plaining of a slight degree of pruritus with some discharge, which 
was occasionally red. She told him that she had ceased to be 
unwell for ten years previously, but that about seven years before a 
practitioner introduced a pessary for her in consequence of a 
retroversion of the womb, and that it had never been removed. 
He made an examination, and found a pretty large Hodge’s pessary 
in the vagina. He succeeded in grasping the pubic end of it with 
his finger, but no effort consistent with safety could move it. Mak- 
ing further examination, he found a band of strong tissue passing 
through the posterior end of the pessary ; in fact, he discovered that 
the posterior part of the os uteri had contracted a firm adhesion to 
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the posterior wall of the vagina. He succeeded by scratching with 
his nail in tearing the tissue, and by a little traction was able to get 
the instrument away. On making an examination next day with a 
speculum he found a very considerable raw surface on the posterior 
wall of the cervix uteri and also on the posterior wall of the vagina. 
However, under simple treatment, these healed up, and the lady 
was cured of herretroversion. ‘They had before them the instrument 
he removed from the lady, which was of white metal, of the descrip- 
tion used by Barnes and other leading men in London. Rightly 
or wrongly, however, he entertained a strong objection to metallic 
pessaries. 

Dr. Macaw said the effects of the ordinary Hodge’s pessary were 
very doubtful. He had lately a case of retroversion of the uterus 
which changed to ante-version without any pessary at all. He 
believed that the effect of astringents to thé neck of the uterus was, 
to a certain extent, to cause the ligaments to tighten and to draw 
the uterus forward. 


Obstetric Summary. 
Cases of E:xtra-uterine Fetation treated by Vaginal Section. 


In a paper read before the New York Obstetrical Society, Dr. 
Harrison records a case of extra-uterine foetation, which at first 
presented great difficulty in diagnosis. The patient was a coloured 
woman, twenty-eight years old. She had been married twice, and 
had had three children, and one miscarriage, the last child sixteen 
months before. Five months after its birth, menstruation reappeared, 
and continued regular until January, 1878. About the twentieth of 
that month she had a discharge of blood, although only two weeks 
had elapsed since the last period. After this had continued four 
days, she was seen by Dr. Goelet, who explored the cavity of the 
uterus with the sound, convincing himself that there was no enlarge- 
ment, and did not at the time detect any retro-uterine tumour. On 
February gth, while endeavouring to lift a heavy weight, although 
feeling poorly at the time, the patient was suddenly attacked by 
intense pain in the lower part of the abdomen, followed by faintness. 
Dr. Goelet then ascertained the existence of a large globular tumour, 
occupying Douglas’ space, which had displaced the uterus forward 
and encroached largely upon the rectum. ‘Taking account of the 
subjective phenomena, Hie made a diagnosis of hzematocele, in which 
the author, who first saw the patient on the roth of February, con- 
curred, believing that he could exclude extra-uterine fcetation, since 
the uterus was but slightly enlarged, the os uteri not open or its 
lips softened, and there were none of the usual symptoms of 
pregnancy. 

On February 24th the patient was seized with a rigor, followed by 
fever, and the temperature rose to 104° F. On March 3rd the tem- 
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perature had reached 105°5° F., and vomiting and purging had set 
in. The tumour then had not the consistence usual in heematocele, 
but showed manifest fluctuation. It was decided to open it from 
the vagina, but in the first place it was punctured with a hypodermic 
needle, and some thin sanguinolent fluid, having an offensive odour, 
was drawn off. On making an incision from the vagina, a cavity 
was found filled with fluid, and a foetus of four months’ development 
floating init. The placenta was left zz sz/u, and the cavity washed 
out with hot carbolic solution. Continuous irrigation of the cavity 
was established at first, but it was soon found necessary to give up 
this, and adopt in its stead the simple injection into the cavity of 
antiseptic fluid, at first as often as every hour of the day. The 
patient recovered, and only a small hard mass posterior to the uterus 
remained, 

In a paper read before the Philadelphia Obstetrical Society, Dr. 
O’Hara relates a case of extra-uterine foetation in a similar situation. 
The patient was twenty-nine years old, pregnant for the fifth time. 
She had had three children and one abortion, the latter occurring two 
years and eight months before. She last menstruated September 29th, 
1877. In November pain in the lower part of abdomen and back 
came on, and increased to severity, till it compelled her to keep her 
bed. When first attacked she suffered for a short time with 
obstruction of the bowels and complete stoppage of urine, which 
came on suddenly. Since that time she continually suffered from 
incomplete and painful urination and defecation. ‘The author saw 
her first on January 12th, 1878, and found a tumour in the retro- 
uterine space, which he considered to be a retroflexed gravid womb. 
On consultation with Dr. J. G. Allen, it was found that the tumour 
could not be elevated by pressure in the knee-elbow position. The 
abdominal walls were fat, and it was impossible to determine a 
tumour (uterus) above the pubes upon palpation. Extra-uterine 
foetation was at this time suspected. On January 2zoth, the patient 
passed a decidua, a complete cast of the uterine cavity, after 
several hours’ pains, like labour pains, attended with free haemorrhage 
and some clots. The next day the os was found patulous, the 
tumour behind the cervix in the same position. The sound 
passed four and a half inches anteriorly. Extra-uterine foetation 
was then positively diagnosed. After consultation with Dr. 
Albert Smith, it was thought that the symptoms portended speedy 
rupture of the cyst, and it was decided to open the cyst through the 
vaginal wall with the thermo-cautery. The operation was performed 
on January 27th, the cautery knife being passed through a cylindrical 
speculum of vuleanite, two inches in inside diameter, and two anda 
half inches long. ‘The knife was quickly plunged into the mass and 
withdrawn, appearing to pass through a thicker substance than a 
cyst-wall would be expected to be. About half an ounce of opaque 
white fluid escaped. A Wilson’s dilator was now introduced to 
enlarge the opening gently. Its use was followed by a profuse 
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hemorrhage, and the introduction of the finger showed that the 
puncture was through the placental mass. A larger opening being 
necessary, the aperture was enlarged by the heated knife to about 
three inches in length. The hemorrhage continued profusely, 
the cautery was altogether unavailing in checking it, and nothing 
remained but to peel off the placenta from its attachments round 
the points of puncture. This was done without much difficulty, and 
the bleeding stopped. It was now found that the hand entered the 
peritoneal cavity, and it was carried gently upward in search of the 
foetus, which was found lying loosely in the abdomen against. its 
parietes, in the region of the transverse colon upon the left side. 
The patient appeared to be doing well for two days, but symptoms 
of peritonitis then appeared, the discharge became offensive, and 
she died eighty-six hours after the operation. At the autopsy a 
ruptured opening was found in the cyst immediately behind the 
pubes, the uterus being in front. The cyst-wall was composed of 
connective tissue condensed by inflammatory action. The left 
ovary was dragged downward and backward, and was completely 
imbedded in a dense mass of inflammatory tissue composing the left 
portion of the anterior wall of the cyst. The author considers that 


the ovum had its origin from this organ.—American Fournal of 
Obstetrics, October, 1878. 


Ovueciec Summary, 
Vaginal Enterocele. 


A singular case of vaginal enterocele, figures of which we are 
enabled to give, is recorded by Dr. Hodgen in the St. Louis 
Medical and Surgical Fournal for December, 1878. 

The patient, Mrs. , aged forty years, was married, and the 
mother of two children, aged respectively sixteen to fourteen years. 
The attention of the family physician, Dr. Illinsky, was first called 
to the tumour in September, 1873. In May, 1874, Dr. Jennings 
and the author saw the case, though not in consultation. At that 
time he found the tumour about the size of a goose egg, occupying 
the left labium. The tumour could be returned into the abdominal 
cavity and pushed entirely beyond the reach of the fingers in the 
vagina, but returned at once when the patient resumed an erect 
posture. ‘There was at that time no question as to its character, It 
was a hernia, passing down beside the bladder and vagina, and 
passing through the pelvic outlet. The patient was directed to wear 
a suspensory, and remain: as much as possible in a recumbent 
posture About this time the patient complained of a painful fulness 
of the tumour about the menstrual period, and there was a sense of 
inability to pass the urine. Dr. Jennings, on introducing a catheter, 
found that it passed for a short distance in the usual direction, and 





turned to the left, towards and into the tumour ; but little urine was 


drawn off. The tumour continued to grow and the painful tension 
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to increase with each menstrual period, until May, 1878, when 
Drs. Jennings, Fairbrother, Mudd, and the author, made the following 
observations :—Percussion elicited no resonant sound ; a fluctuation 
was noticeable, a gum catheter passed nine inches into the tumour, 
and could be distinctly felt through its anterior wall; but little urine 
was discharged. The perpendicular length of the tumour was twenty 
inches, the greatest circumference fifty-three inches, circumference of 
the neck twenty-one inches, weight ninety-four pounds. The uterus 
was found turned to the left with its body lying almost horizontally 
in the pelvis. The entire left labium had disappeared in the tumour, 
and the left vaginal outlet formed a part of its covering, while the 
anus was an oblique opening on the side of the upper part. 


- Di 

















June 4th, 1878.—The photographs were taken during the interval 
of menstruation. On June 6th, the following measurements were 
taken by Dr. Jennings: vertical length seventeen inches, greatest 
circumference forty-three inches, circumference of neck twenty-one 
inches, weight sixty-four pounds. About the 25th of July had a 
severe attack of intermittent fever, from which she recovered promptly 
under the care of Dr. Jennings. 
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On September 5th, a chill of unusual severity, reaction not being 
established in less than four hours, notwithstanding the vigorous use 
of the means deemed most effectual in such cases ; during reaction 
the temperature reached 104° F., and continued until the following 
morning, when the temperature was nearly normal, and there was a 
corresponding abatement of other febrile symptoms. Quinine was 
given in full doses, but during the night the temperature began to 
rise and reached 105° F.; delirium set in; several livid spots 
appeared on the surface of the tumour and spread rapidly. The 
following day, in consultation with Dr. Mudd and myself, Dr. Jennings 
continued the quinine in full doses. She sank and died at 1 a.m., 
September 8th. Post-mortem made September 8th, ten hours after 
death, in the presence of Drs. Jennings, Fairbrother, Sesson, Mudd, 
Barrett, and Mr. Black. An incision was made from the ensiform 
cartilage to the pubis. The stomach was found entirely to the right 
of the median line, the left end being to the right and opposite the 
umbilicus ; the colon ascending obliquely from the right iliac fossa, 
across the abdominal cavity to the left, and thence downward into 
the pelvis. On drawing the colon out of the pelvis the omentum 
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left the hernial sac, and was drawn into the abdomen through the 
pelvis ; passing the hand through the pelvis into the sac, a part of the 
omentum still remained there, and it is probable that the colon 
formed a part of the hernial tumour. The uterus and both ovaries 
were found in the pelvis, the uterus lying across the pelvis, with the 
fundus to the left. The urethra turned immediately downward, 
opening into the bladder, which formed a part of the tumour, but not 
a part of the contents of the hernial sac. The sac contained about 
a gallon of serum. The neck of the sac allowed the hand to pass 
easily into the sac, which, as it lay flattened in the tumour, measured 
twelve inches in diameter. The skin was enormously hypertrophied, 
while its deeper layer was continuous with the hypertrophied 
connective tissue, and both were succulent with serum, forming nine- 
tenths of the tumour, which weighed sixty-nine pounds after removal, 
Half a dozen bloodvessels, as large as the little finger, passed from 
the iliac vessels into the tumour. The neck of the tumour did not 
come through the inguinal canal, but through the inferior outlet of 
the pelvis. It appeared originally to have passed in front of the 
uterus, and at one side of the bladder. 
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fie Fikol “PABOURS MORE DANGEROUS 
THAN OTHERS ?* 


By J. G. Swayne, M.D. 
Consulting Physician-Accoucheur to the Bristol General Hospital. 


ARE first labours more dangerous than others? The 
common idea is that they are. They are universally ad- 
mitted to be more difficult, and therefore people are ready 
to assume that they must be more dangerous. The ex- 
perienced accoucheur knows, however, that this by no means 
follows as a matter of course, and that there is no necessary 
connection between the difficulties and the dangers which 
attend the process of parturition. He has witnessed, for 
instance, wonderful recoveries, without a single drawback, 
after instrumental labours of the most severe and protracted 
kind ; and again he has seen, after a short and easy 
delivery, how a patient may be suddenly brought to death’s 
door from hemorrhage or some other unforeseen occurrence. 
My own experience during the last thirty years has some 
bearing on this point ; and I therefore shall give, as briefly 
as possible, a few particulars which distinguish the primi- 
_parous from the multiparous labours which I have attended 
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during that period. I do not carry my record back further 
than thirty years, because, before that time, my patients 
were almost entirely from amongst the poor, and were attended 
by me in connection with two lying-in institutions, in one 
of which it was a rule not to give relief to any primipara. 
After January, 1849, I ceased attending the cases belonging 
to these institutions, and my practice lay almost entirely 
among the well-to-do classes, neither the primiparee nor the 
multipare unduly preponderating. In giving a record of 
these cases, I shall carefully exclude all those to which I 
was called in consultation by other practitioners, because 
such are, of course, exceptionally difficult cases ; and shall 
confine my observations to those only in which I was the 
original attendant. The total number is 1022; of these 
231 are primipare and 791 multipare. No mother died 
amongst the 231 primipare, whilst no less than five died 
amongst the 791 multipare. The causes of death were as 
follows :—In one it was heart disease, which existed previous 
to labour, and which became worse after delivery, and ter- 
minated fatally on the twenty-seventh day; in another, it 
was puerperal scarlatina, which proved fatal on the fifth day; 
in another, ruptured uterus, which caused death on the same 
day ; in another, pneumonia, commencing two days before 
labour, and ending in death six days afterwards ; and in a 
fifth, convulsions, which proved fatal a few hours after 
delivery. Thus the proportion of maternal deaths in the 
multiparee was about one in 158, whilst in the primipare 
there was no death in 231 cases; a difference greatly to 
the advantage of the first labours. As regards the children, 
however, the difference is slightly the other way ; in the 
231 first labours, the deaths of 18 infants are recorded, or 
about 7°3 per cent. ; whilst in the 791 multipare 47 infants 
died, or about 5‘9 per cent. 

Now I will not weary you by going into elaborate details 
as to the causes of the infant mortality in each class, for 
you will find these stated seriatim in the accompanying 
table; but I will merely point out a few of the leading 
characteristics which distinguish the first from the other 
labours, especially as they affect the infant mortality. In first 
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labours, owing to the prolonged first stage, the uterine powers 
are very apt to flag towards the end of the second stage, and 
therefore it comes to pass that the forceps is used nearly ten 
fames as Often as it is in other labours.~ Thus, in my 231 
primipare the forceps was used in fifty-two cases, or nearly | 
one in four; whilst in the 791 multipare it was not em- 
ployed more than twenty-five times, or nearly one in thirty- 
one. Accordingly, as might be expected, we find in the 
231 primipare that no less than five infants died from 
pressure during prolonged labour, whilst only one died from 
this cause in the 791 multipare. Again, in first labours, 
owing to the delay occasioned by rigidity of the perineum 
and external orifice, presentations of the inferior extremities 
are much more dangerous to the child than they are in other 
labours. My statistics show this. In the 231 primipare 
there were six breech presentations, in four of which the 
child was still-born ; whereas in the 791 multipare there 
were fourteen breech presentations, in which only two 
children were lost. A curious circumstance in my statistics 
is that, in the 791 multipare, there were no less than seven 
arm presentations, whilst there was not one amongst the 
primipare. I shall endeavour to account for this presently. 
Amongst the multiparz the greatest cause of infant mor- 
tality was premature birth, from which cause I have recorded 
no less than eighteen deaths ; whereas there are only three 
deaths thus occasioned amongst the primipare. It should 
be mentioned, however, that in no less than ten multipare 
premature labour was induced, the patients having come to 
me for that purpose, because they had been previously de- 
livered by craniotomy; whereas there was no case of induced 
labour amongst the primipare. Prolapsed funis proved fatal 
to three infants in each class. 

With respect to the complications of labour that affect 
the safety of the mother, by far the most formidable are the 
hemorrhages both accidental, unavoidable, and post-partum. 
My figures do not prove much as to the relative frequency 
of these in primiparze and multipare ; for instance, as regards 
post-partum hemorrhage, there are ten cases in the 231 of 
the first class, and thirty-nine in the 791 of the second. 
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But yet my notes of cases prove that the amount of blood 
lost was, in general, far greater in the multipare. There is 
one complication of labour that is nearly twenty times as 
frequent in primiparze as in multipare, and this is, as we 
might expect, laceration of the perineum: In the 231 
primipare I have recorded forty-six cases, and in the 791 
multipare only nine. But this is a complication that 
does not materially affect the safety of either mother or 
child. 

There are certain other complications of labour which I 
have recorded as occurring amongst the multipare, but of 
which I have no case amongst the primipare. Thus, in the 
791 cases, there are two of hydrocephalus, two of hydramnios, 
two of convulsions, and one of ruptured uterus. My list 
also would prove that there is a greater proclivity to give 
birth to twins amongst multipare than primipare. Thus, 
in the former there were eleven cases of twins in 791, in the 
latter only one case in 231. 

There is no doubt whatever that, as a general rule, first 
labours last much longer, and are attended with an incompa- 
rably greater amount of suffering than others, and hence pro- 
bably has arisen the popular notion that they must be more 
dangerous. As Dr. Gooch well remarks in his Lectures ; 
“All anxiety with the family ceases as soon as the child is 
born; but mine then begins: and if the friends of the 
patient knew as well as I do the danger liable to attend the 
separation of the placenta, they would feel as I do. You 
generally find that patients estimate their danger only by 
their sufferings.’ The greater delay and suffering which 
attend first labours is, of course, due to the greater rigidity 
of the soft parts, especially the os uteri. But the process of 
dilatation of the os uteri, though a cause of much pain, is not, 
except indirectly, a cause of danger. Denman remarks: 
“That neither mother nor child is ever in any danger (except 
in hemorrhage or convulsions) on account of the labour 
before the membranes are broken’”—z¢., in the first stage. 
And Dr. Churchill, in his “ Midwifery,” gives some carefully 
collected statistics which fully corroborate this remark of 
Denman’s. He gives details of 143 cases of prolonged first 


70 Ave First Labours more 


stage: “Of these not one of the mothers died, although in 
some cases the first stage was enormously prolonged, and but 
ten of the children, one of which was putrid.” From this he 
deduces a rule that “delay in the first stage involves very 
little, if any, danger, no matter how tedious it may be.” He, 
however, excepts from this rule “ certain cases in which from 
some peculiar irritability of constitution, prolonged suffering 
in the first stage disposes the patient to powerless labour in 
the second ;” and adds: “moreover, a prolonged first stage is 
a bad preparation for undue prolongation or for any accidental 
complication in the second.” Most accoucheurs of experience 
will, I think, agree with Dr. Churchill, that a prolonged first 
stage is not, per se, dangerous ; but few will, I think, be dis- 
posed to deny that it may indirectly become a source of 
danger ; and that the pain, the loss of sleep, and want of 
rest attending a prolonged first stage, may lead to a flagging 
of the vital powers in the second; and this is the reason, I 
think, why we so often notice that the progress of the child’s 
head, in first labours, becomes more and more slow while . 
traversing the pelvic canal, until at last it becomes stationary 
just as it approaches the pelvic outlet, and the forceps is 
required to complete the labour. There is no doubt, I think, 
that fifty or sixty years ago, when obstetric practitioners 
were so reluctant to use the forceps, this state of things did 
greatly increase the dangers of first labours. The death of 
the Princess Charlotte has often been queted as a well-known 
illustration of this. But, in the present day, the more frequent 
and skilful use of the forceps has quite abolished the dangers 
of a prolonged second stage thus occasioned ; so that we are 
justified in considering that the second stage of labour is not 
more dangerous to a primipara than it is to a multipara. 

On the other hand, there are other circumstances which 
give a primipara certain advantages over a multipara. Most 
primiparz are between the ages of twenty and thirty, in the — 
prime of their health and strength ; whereas most multiparz 
are much older, and not unfrequently have been exhausted by 
too frequent child-bearing or too prolonged lactation. The 
last of these causes is chiefly in operation amongst the poor ; 
amongst the upper and middle classes the process of lacta- 
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tion is generally very short and inefficient ; but this, in itself, 
is apt to lead to too frequent child-bearing. Under these 
circumstances, the uterus is very apt to remain in a state of 
subinvolution, a condition favouring both congestion of its 
vessels and atony of its muscular fibres. Hence women who 
have borne many children are more liable to miscarry than 
primipare, as my own statistics will testify ; a much greater 
number of infants who have died from premature birth being 
recorded on the side of the multipare. The same conditions 
of the uterine fibres ought to render multiparze more liable 
to post-partum hemorrhage and septicemia. Although my 
own figures do not show a greater proportion of cases of 
post-partum hemorrhage in multiparz, yet all the really 
serious cases of this kind which I have met with—cases, for 
instance, where one has sat for hours by the bedside of a 
woman apparently hovering between life and death—have 
been amongst women who have borne many children. 
Again, has want of tone in the uterine fibres anything to do 
with the fact that I have met with no case of transverse pre- 
sentation amongst the primipare, and seven amongst the 
multipare ? It is conceivable that it may have; for, in the 
usual positions of the body, want of tone would tend to 
increase the transverse diameters and diminish the longitudinal 
diameters of the uterus: and this would be aided by that 
relaxation so often met with in the abdominal parietes of 
multipare, which gives rise to what is commonly called 
“pendulous belly.’ It is very easy to understand that, if 
the transverse diameter of the uterus were to become the 
greatest, the child would naturally tend to take up such a 
position that its long axis would be in conformity with this 
diameter. 

It has been also observed that multipare are much more 
prone than primipare to certain dangerous complications of 
labour arising from various degenerations of the uterine 
tissue. Rupture of the uterus is one of these. It is noto- 
riously more frequent in multipare, and a large proportion of 
cases have occurred in women between thirty and forty years 
of age. Dr. Trask, who has written a valuable monograph 
on this subject, states that of forty-nine cases in his collection, 
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where the condition of the uterus was given, in ten it was 
healthy, and in thirty-five more or less diseased, being either 
atrophied, thinned, softened, or having undergone fatty degene- 
ration. Rupture of the uterus is happily a rare complication 
of labour, and I have only recorded one case of it ; but that 
was in a multipara. I am therefore led to the conclusion, 
from all the reasons I have stated above, and from the results 
of my own experience, that first labours are less dangerous 
than others to the mother, but slightly more so to the infant. 


ON THE PRESENT STATE OF KNOWEEDGE 
AS TO THE INHERITANCE OF SYPHILES. 
By Professor A. WeIL, of Heidelberg. 
(Continued from vol. vil. p. 12.) 


For the most careful analysis hitherto made of the fate of 
the offsprings of syphilitic marriages, with reference to the 
frequency of abortion, the number of viable children, and the 
date of the outbreak of visible symptoms of syphilis, we have 
again to thank Kassowitz. His statistics include altogether 
330 births, occurring in 119 marriages, under the influence of 
the syphilis of the father, the mother, or both parents. 

Premature births occurred in about half of these marriages 
(67 per cent.), much more frequently (80 per cent.) in those 
in which the mother, than in those in which the father alone 
was syphilitic (32 per cent.) The number of premature 
births observed in individual marriages varied between one 
and nine, and amounted, on the average, to between two and 
three. Of 330 children procreated under the influence of 
parental syphilis, 127, that is to say about two-fifths, were 
born prematurely. In this case also there was a striking 
contrast between the cases in which the father alone, and 
those in which both parents, or the mother alone, were 
affected. In the first category one-fourth of the children : 
in the second and third, about one half was born prematurely. 
Of the 127 premature births, thirty-one were abortions, 
properly so-called : asa rule these commenced the series of 
syphilitic births. 
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As regards the cause of premature births, the circumstance 
that these are about double as frequent in the case of inheri- 
tance on the side of the mother, as when the father alone is 
diseased, seems to me to demonstrate that syphilis of the 
mother, as such, plays a prominent part in the etiology of 
premature delivery. Like other general diseases of the mother, 
especially those of a febrile character, syphilis, especially when 
its outbreak is accompanied by fever, may bring pregnancy 
toa premature close. Syphilitic affections of the offspring 
may naturally have the same effect, either by leading to 
premature contractions of the uterus, and the expulsion of a 
syphilitic foetus, or by causing the death of the foetus, and so 
indirectly leading to premature delivery. But besides the 
affection of the mother and that of the foetus, a significance 
in the etiology of abortion must undoubtedly be attributed 
to placental syphilis ; not so much to the affection of the 
maternal part of the placenta described by Virchow (endome- 
tritis placentaris gummosa), which isa rare form of disease, 
but rather to the diffuse disease of the foetal placenta, made 
known to us by E. Frankel, which commences by proliferation 
of the cells of the villi, and compression or obliteration of their 
vessels. That by this means the exchange of gases between 
the maternal and foetal blood may be hindered, and that, if 
the change be widely diffused, the death of the foetus may 
thus be brought about, seems to be beyond doubt. Yet 
this placental syphilis neither exists in all cases of syphilitic 
children, nor, even when it is present over a considerable 
surface, does it invariably lead to the premature expulsion or 
death of the foetus. 

A difficulty of explanation only arises with regard to those 
cases in which healthy mothers abort with children begotten 
by syphilitic fathers, but. yet neither the children nor thé- 
placenta reveal any unmistakeable signs of syphilis. If we 
regard these children also as the subjects of hereditary 
syphilis—an assumption which in my opinion is not justified — 
we may with Kassowitz take to our aid the further hypothesis, 
that the severe general disturbances which precede the visible 
manifestations of the disease, and especially the initial fever, 
have the effect of killing the foetus or leading to its expulsion. 
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But-if we see in such offspring, not the subjects of hereditary 
syphilis, but merely premature children begotten by syphilitic 
fathers, we may find the reason for their small capacity of 
development in the depraved condition of the father’s con- 
stitution, produced by syphilis, without expressly assuming 
the transmission to the foetus of a specific contagium. 

In the closest connection with the frequency of premature 
births stands the small capacity for surviving of the children 
of syphilitic parents. In the case of those born prematurely 
this capacity is of the smallest degree. Of the 127 premature 
children previously mentioned, 102, that is about four-fifths, 
were still-born ; of the remaining twenty-five, eleven died in 
the course of the first day, seven in that of the first week, 
four in that of the first month, and only three survived the 
end of the first month. But even of the 203 children born 
at the full term of pregnancy, nine were still-born, so that out 
of the 330 children of syphilitic parents, 111, or about one- 
third, were still-born. Moreover, of the remaining 210, 
eighty died within the first six months, and only 139 lived 
beyond childhood. Although it is not quite correct to ascribe 
the deaths of all these eighty children to their syphilis—for 
a considerable percentage of non-syphilitic children die within 
the first six months—yet this error is in part compensated 
by the fact that many of the children who survived the first 
six months may have succumbed at a later period to their 
inherited dyscrasia. If we assume the still-born children, 
and those which died within the first six months, to have been 
the victims of inherited syphilis, then, according to the 
statistics of Kassowitz, of 331 children of syphilitic parents, 
their inheritance proved fatal to 191, or 58 per cent., that is 
to say, nearly three-fifths. These numbers, which are taken 
from the practice of a single observer within a space of about 
ten years, may give us some idea of the enormous number of 
children which are sacrificed every year to hereditary syphilis. 
These results are the more definite in their significance, 
because they belong, almost without exception, to cases in 
which the syphilis of the parents was subjected to no effectual 
treatment. 

The time which, according to the observations of Kasso-. 
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witz, in such cases elapsed between the infection of the 
transmitting parent and the birth of the first child capable 
of surviving hardly ever amounted to less than three, very 
frequently to five, but sometimes also to six or seven years. 
The most significant circumstance, with regard to the small 
capacity of surviving in the children of syphilitic marriages, 
as sufficiently appears from the numbers already given, is 
the premature termination of the pregnancy. Of children 
born at the full term of pregnancy, those incur the greatest 
danger who bring into the world with them manifest signs 
of syphilis on their skins, mucous membranes, or epiphyses 
of bones. Yet I consider the absolutely unfavourable 
prognosis, which some have pronounced in reference to such 
children, to be much exaggerated. By careful nursing, and 
effective anti-syphilitic treatment, it is possible, not so very 
rarely, to succeed in keeping even such children alive. 
Lastly, those children which are born at full term, and free 
from syphilitic symptoms, show, as a rule, the greater 
capacity of surviving, the more nearly they attain to the 
normal body-weight, and the longer the interval after birth 
before the first outbreak of syphilis. In the majority of 
cases both the children born prematurely and those which 
reach full term are deficient in their bodily development, a 
fact which appears most manifestly by the great deficiency 
of their body-weight. This is not, however, universally 
true; sometimes even in well-nourished and _ strongly- 
developed children we may see the symptoms of hereditary 
syphilis appear within the first few weeks, or even the first 
few days. 

Besides the more or less premature date of delivery, 
and the smaller or greater capacity of surviving, the intensity 
of the inheritance, and the corresponding degree of the 
poisoning of the offspring, is revealed also by the date at 
which the outbreak of visible syphilitic symptoms takes 
place. It may be laid down as a rule that the visible 
affections, especially those of skin and mucous membrane, 
appear so much the later, the milder is the disease in the 
foetus, and the further removed its procreation is from the 
infection of the transmitting parent. This law appears very 
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clearly from the consideration of those series which include 
either the whole number of offspring of a syphilitic mar- 
riage, or merely those which immediately precede the births 
of healthy children. It thus appears that in those children 
who are the first capable of life, after a preceding series of 
still-births, the exanthem appears within the first few days 
or weeks, while an outbreak of symptoms becoming gradually 
more remote from birth is especially observed in the case of 
successive children, who are separated from the preceding 
still-births, either by the births of children capable of sur- 
viving, or by a long interval of time: finally, that a 
syphilitic child whose exanthem does not make its appearance 
till the third month, is followed, as a rule, by a healthy 
child. 

This brings us to the much debated question—How long 
can hereditary syphilis remain latent, and what is the furthest 
limit for the first outbreak of its visible symptoms? This 
question is of the highest practical importance, not only for 
the child suspected of hereditary syphilis itself, but still 
more for those who surround it. If it is a matter of some 
consequence for the child itself and its parents, whether the 
fear of hereditary disease may be put aside after two months, 
or not until after six months, or not until after the lapse of 
years, it is still more momentous a question to answer, what is 
the age after which such a child may without anxiety be 
entrusted to a healthy nurse? Again the age of a child 
from whom vaccine lymph is taken, unless the healthiness of 
its parents is beyond all doubt, ought to be at least as great 
as the number of months during which hereditary syphilis 
may remain latent. Otherwise there is a risk of infecting 
others from a child which is apparently healthy, but really 
the subject of latent syphilis. 

The outbreak of the first exanthem, according to Reder, 
Kaposi, Gerhardt, Kassowitz, and others, falls in the great 
majority of cases, indeed almost without exception, within 
the first three months from birth. But there are also 
indubitable cases of a somewhat longer latency. Caspary 
observed the first outbreak in the fourth and fifth months, 
and others have observed it even somewhat later. On the 
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other hand those observations, according to which the first 
symptoms of hereditary syphilis are said to have appeared after 
the lapse of years, or at the time of puberty, in the form of 
severe ulcerative affections of the throat, are greatly in need of 
confirmation. Deferred hereditary syphilis in thissense appears 
to be as questionable as the occurrence of tertiary symptoms 
in acquired syphilis, without any primary lesion, or any of the 
symptoms belonging to the so-called secondary period, having 
preceded. In neither case can the possibility be excluded 
that slight and evanescent symptoms, which spontaneously 
disappeared, may have been overlooked or misinterpreted. 
I have myself seen no inconsiderable number of children, in 
whom, about the time of puberty, severe ulcerative angina, 
perforation of the soft or hard palate, or gummata of the 
skin or periosteum, had appeared. But in one portion of 
these the hereditary character of the syphilis had to be left 
uncertain, because the children were normally developed, and 
the history did not furnish any demonstration of syphilis, either 
in the parents or in the brothers or sisters; in other cases 
again, in which the defective development of the children, 
and the presence of Hutchinson’s incisor teeth, as well as the 
fate of the other children of the family, allowed the diagnosis 
of hereditary syphilis to be made with certainty, it almost 
invariably proved either that it could be learnt from the 
history that coryza, affections of the mouth, or eruptions 
had been present, or else objective signs of bygone affections 
of skin and bones could be discovered in the shape of scars 
or nodes. But certainly there is a deferred hereditary 
syphilis in the sense that hereditary syphilis may persist 
until the later years, and give rise to severe forms of disease. 
In view of this fact, and of that which was previously men- 
tioned, that in rare cases even those suffering from tertiary 
syphilis may transmit the disease by inheritance, the ques- 
tion raised by Hutchinson and Baumler seems to be no idle 
one—namely, whether adults can communicate their own 
hereditary syphilis to their progeny, that is to say, whether 
syphilis can be inherited to the third generation. So long 
as the case reported by Hutchinson, and bearing upon this 
point, remains an isolated one, especially as it is itself 
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somewhat open to controversy, we must leave this question 
an open one. 

Hitherto we have followed the fate of the children of 
those parents whose syphilis has been treated insufficiently, 
or not at all. We have seen that the prognosis with regard 
to them becomes more favourable with each year; that 
within the first two or three years after infection the chil- 
dren are almost always born prematurely, and only excep- 
tionally capable of surviving; that then, gradually, viable 
and full-term children follow, which bring into the world 
with them symptoms of syphilis, or present them only after 
the lapse of some weeks or months; and that a child which 
is not affected by the rash until the third month is, as a 
rule, followed by healthy children. We have also learnt 
that the interval which lies between the infection of the 
transmitting parent and the birth of the last syphilitic child 
usually varies between five and twenty years. We have now to 
ask, whether the chances of the child are invariably propor- 
tional to the age of the syphilis of the parent, or whether 
exceptions do not occur of such a kind that children begotten 
later are more severely diseased than the earlier, or even 
within the first few years viable and only slightly affected 
children are born, or that early abortions are immediately 
followed by completely healthy children, or children which 
are affected only slightly and at a late period. In examin- 
ing this question, we disregard those exceptions which, in our 
own case, fortunately form the rule, in which in the dura- 
tion and intensity of the inheritance is modified by an ener- 
getic mercurial treatment of the transmitting parent, and 
confine ourselves to the series of cases reported in great 
number by Kassowitz, in which the syphilis of the parents 
was allowed to run its course undisturbed. It is here ap- 
parent that, on the whole, the law of the successive diminu- 
tion in the affection of the children holds good, although 
slight irregularities do occur. For example, an actual 
abortion not unfrequently follows a premature birth; or a 
still-born foetus follows one born alive at full term, but in- 
capable of surviving ; or a healthy child intervenes between 
two births affected by syphilis. Great leaps, however, in a 
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backward or forward direction—such as that a healthy child 
should be foilowed by a premature child incapable of sur- 
viving ; or that, on the contrary, a still-born premature child 
should be followed, after a year’s interval, by one only 
slightly affected or quite healthy—were never observed. 
Those cases in which the earlier children showed only 
slight, and the later children severe, forms of the disease, 
were for the most part open to the explanation that, in the 
earlier children, the somewhat old syphilis of one parent was 
alone concerned, while the more intense affection of the later 
children was due to the other parent having become infected 
by fresh syphilis in the course of the marriage. As very 
rare exceptions must be mentioned the observations of 
Campbell, Caspary, Hutchinson, and others, in which one 
‘child of twins was much more severely or much earlier dis- 
eased than the other ; or in which one only was syphilitic, 
and the other healthy. 

I should not have laid so much stress upon the fact that, 
when the syphilis of the parent is untreated, the prognosis 
with regard to the children so closely depends upon the age 
of the disease, had it not been for the circumstance that, 
quite apart from the scientific interest of the matter, we may 
find in this law an assistance which is not to be undervalued 
in the diagnosis of many difficult cases. For example, we 
may often answer the question whether the syphilis of one 
of a family is hereditary or acquired solely by the condition 
of the brothers and sisters. If the individual in question is 
the last of a series of healthy children, the syphilis is pro- 
bably acquired; whereas the hereditary character of the 
disease becomes more than probable if a series of abor- 
tions, premature deliveries, or even children born at full 
terms, but incapable of surviving, has preceded. By the 
aid of such data as these, the bearing of which upon the 
question of syphilis is generally unknown to the parents, 
and which, therefore, they relate truthfully, without any 
reserve, we may often succeed in ascertaining with toler- 
able certainty not only the syphilis of the parents—which 
may, perhaps, have been denied—but the probable date 
of infection. For example, infection during married life is 
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revealed by abortions following after the birth of healthy 
children. 

Of the utmost importance with regard to the whole ques- 
tion of the inheritance of syphilis, and of the highest practical 
significance in reference to the prognosis and prophylaxis of 
hereditary syphilis, is the fact, that not only the duration of 
the faculty of transmitting by inheritance, but the relation 
which exists between the age of the syphilis of the parent 
and the fate of the children, is partly modified by auti- 
syphilitic treatment. The power of transmission by inherit- 
ance is one of those symptoms of syphilis which is influenced 
in the most favourable manner by mercurial treatment. The 
effect upon the fate of the offspring, which, according to _ 
the evidence of the most various observers, is produced by 
energetic mercurial treatment of syphilitic parents, is one of 
the most striking proofs of the efficiency of a mercurial 
cure. 

We have already seen that in every stage the power of 
transmission by inheritance may be suppressed, or at any 
rate rendered latent, by energetic treatment: that is to say, 
that, under such treatment, premature and non-viable children, 
or even abortions, may be immediately followed by healthy 
children, and that, if the power of transmission has only 
been rendered latent, these may again be followed by syphi- 
litic children. In other cases we can at least succeed in so 
far weakening the inheritance that, although syphilis shows 
itself in the child in spite of the treatment of the parents, it 
yet has a much smaller intensity than it would have had in 
the absence of such treatment. Thus, although the first out- 
break of the syphilis of the parent may have taken place 
shortly before the procreation, yet, if a mercurial treatment 
has intervened between the outbreak and the procreation, the 
child may be born at full term, and capable of surviving, and 
may show only late and mild symptoms of the disease. 

This diminution in the intensity of the power of trans- 
mittive by inheritance is not, however, necessarily permanent; 
on the contrary, it may happen that the effect of the treat- 
ment is exhausted within a few years. In this case, children 
which were affected only slightly and late are followed, in. 
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the later pregnancies, by those which show an earlier and 
more intense disease, or even by premature births or abortions. 

These facts constitute the strongest possible reason for 
the energetic treatment of all who are in a position to trans- 
mit syphilis to their progeny. Among these, however, must 
be reckoned not only those who have already begotten 
syphilitic children, but also all who, although they have been 
infected by syphilis not very long ago, are intending to con- 
tract marriage, because they are free from syphilitic symptoms. 
If in such cases the physician cannot succeed in procuring a 
postponement of the marriage, there is yet an important 
field for him in prophylactic mercurial treatment of the 
bridegroom or bride, as the case may be, for the benefit of 
the probable offspring. Similarly, if syphilitic offspring have 
already been produced, the parent in whom the infection 
originates must be submitted to treatment. If there is any 
doubt whether father or mother or both parents are 
responsible, we must not hesitate to treat both. If there is 
even the faintest possibility of bygone syphilis in one of the 
parents, trial should be made of the same method if women 
abort repeatedly without obvious reason, even if the exist- 
ence of syphilis in the offspring is doubtful. 

While the treatment of a syphilitic father can, of course, 
only benefit future offspring, it is very probable that the 
treatment of a syphilitic mother, pregnant with a syphilitic 
child, may have a favourable influence even upon that child, 
by diminishing or wholly abolishing the risks to which it is 
exposed through the maternal syphilis, as such, that is to 
say, abortion, imperfect nutrition, &c. But whether, as 
Spiegelberg amongst others holds, the mercurial treatment 
of a pregnant woman can also directly influence the syphilis 
of a child infected from its procreation, is a question which 
I do not feel competent to answer from existing evidence. 
The passage of mercury from the maternal into the fcetal 
circulation has not yet, so far as I know, been directly proved ; 
there seems, however, no reason why it should not pass, since 
the investigations of Zweifel have proved such a transmission 
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By clinical experience, a healing effect upon the foetus, 
acting through the medium of the mother’s organism, would 
be established, or, at any rate, rendered in the highest degree 
probable, if in an extensive series of individual cases the 
observations were repeated that children, begotten under the 
influence of a relatively fresh and untreated syphilis in the 
parents, yet, if the mother had been subjected to a course of 
mercurial treatment during her pregnancy, came into the 
world healthy, or, at least, did not show a disease of an 
intensity corresponding to the recent syphilis of the parents. 
Were this proved, it would be our duty, for the sake of the 
foetus, to administer mercury during their pregnancy 
even to healthy mothers, if there were reason to suspect 
that the offspring might have inherited syphilis from the 
father ; a course which Gauster recommended some years 
ago. We stand here before a problem yet unsolved, like 
many of those which we have had to touch upon in the course 
of the present article. I should be glad to have succeeded, 
not only in giving an accurate account of our present know- 
ledge as to the inheritance of syphilis, but, by throwing into 
prominence the points which are still doubtful, and the 
methods which must be adopted for their solution, in arousing 
some of my readers to answer for themselves the questions 
which are still open. The consciousness of our ignorance, or 
rather the fixing of the boundary lines between knowledge 
and hypothesis, is, in this as in other fields, the first step 
towards the enlargement of our information. 


NOTES ON INTRA-UTERINE MEDICATION, 
By G. GRANVILLE Bantock, M.D., F.R.C.S., Edinburgh. 


Senior Surgeon to the Samaritan Free Hospital for Women and Children. 


THE discussion which has been going on in the OBSTETRICAL 
JOURNAL, on this subject, is one of very great importance, and 
it is high time that the results of, at least, one of the methods 
employed should see the light. Ever since the practice of 
applying fuming nitric acid was advocated for the treatment 
of chronic uterine catarrh, I have looked forward, in confident 
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anticipation, to the time when we should hear of the dire 
consequences of such heroic treatment. Now my expecta- 
tions are realised. Holding these views, it will not -be 
expected that [-can afford. any direct evidence, for I have 
never employed the pure acid, and it will be readily under- 
stood with what horror and amazement I have listened to 
gentlemen declaring that they had used it in hundreds of 
cases. 

Now I, for one, cannot but regret that a method of 
treatment—viz., intra-uterine medication—which yields such 
satisfactory results, when judiciously employed, should be 
thus brought into discredit; for I can fully confirm the 
statements of Drs. Playfair and Sloan on this subject, seeing 
that lam almost daily witnessing the beneficial results of this 
treatment. 

When I first began the study of the diseases of women, 
about fifteen years ago, I was in the habit of employing the 
nitrate of silver, according to the method then practised—viz., 
by passing the solid stick as far up the cervix as possible ; 
but I soon found that this was a clumsy and _ inefficient 
method, and often produced a greater local effect than was 
desirable, more of the agent being used than was necessary. 
This led me to employ the mild, hard, and less soluble caustic 
points used by oculists. But this did not satisfy me, and I - 
had recourse to a more accurate mode. I fused the solid 
nitrate in a platinum crucible,* and then dipped into it a 
platinum probe, two inches and half long, and of the size 
of a No. 1 catheter. By repeated dippings I got as much 
as I thought necessary, and I was thus able to apply the agent 
to the whole length of the cervical canal, and, if necessary, 
to the uterine cavity, as high the fundus. In this way I 
could make sure, not only of the amount of the nitrate used, but 
also of the extent to which it was applied, and I obtained 
excellent results. 

This did not, however, prevent me from experimenting 
largely. For this purpose I had a wide field in the out-patient 


* The platinum crucible and aluminium probe can be obtained of M essrs. 
Krohne and Sesemann, 8, Duke Street, Manchester Square. 
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department of the Samaritan Free Hospital, where I had 
several thousands of patients pass under my hands—in one 
year as many as a thousand. I experimented with other 
agents, such carbolic acid, as iodine liniment, sulphate of 
zinc, styptic colloid, and .a solution of sixty grains of nitrate 
of silver in half an ounce each of nitric acid and distilled 
water ; but I could not bring myself to try the nitric acid 
alone. I found the zincand colloid of little or no value, and 
the solution I reserved for special cases, which came “few 
and far between.” 

The result of this experimentation is the practice I now 
adopt, which is as follows :— 

When the secretion of mucus, or muco-pus, is very ex- 
cessive—and in some cases as much as a small teaspoonful 
can be obtained from the vagina and cervical canal—and, as 
is usually the case, the cervical canal is very large, the calibre 
generally corresponding with the amount of discharge, I 
first apply the above solution, a few days after a menstrual 
period. At the end of a week the visible effects have passed 
off and the discharge is thinner and less abundant, and I 
then apply the carbolic acid (nineteen of the crystals to one 
of water), repeating it at intervals of a week, except when 
interrupted by a period, and taking care not to apply it 
within a week of an approaching one, until a cure is effected. 
In milder cases I employ the nitrate of silver first, and if, 
after a time, the carbolic acid appears insufficient, and in 
the convalescent stage of the more severe cases, I have 
recourse to it again, but only just after a period. In the 
earlier years of my practice I observed rather more contrac- 
tion of the os and cervical canal than I considered desirable, 
after using the solid nitrate, and in one very severe, long- 
standing, and obstinate case, in which I applied my solution 
three or four times, but in no case to an inconvenient extent. 
In a few cases I still find the nitrate of silver alone sufficient, 
in one or two applications, but for the most part I use 
the carbolic acid. But I cannot say that I have obtained the 
wonderful results we ought to expect if Dr. Playfair be 
correct when he says, “ practically I find that two applications, 
at an interval of three or four days from each other . 
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are all that is required.” I cannot imagine that Dr. Playfair 
has in view the severe cases to which I refer, nor have I 
found any advantage from the more frequent applications— 
viz., at intervals of three or four days instead of six or seven. 

But there is another method of treatment which has 
yielded still better results in my hands. This consists in 
the dilatation of the cervical canal by means of a sponge 
tent, as the first step.* The tent must be left in for twenty- 
four hours. By this time, what with the compression of the 
swollen mucous membrane, and what with the removal of 
exuberant granulations to which the sponge adapts itself, 
and which are torn off as the sponge is withdrawn, a clean 
surface is obtained. A strip of lint, saturated with glycerine 
containing iodine liniment, in proportions varying with the 
circumstances of the case, is substituted for the sponge. 
The lint is to be renewed daily for ten or fourteen days. 
The iodine, however, is not to be used every day, and its 
subsequent applications, which should not be oftener than 
every third day, should be in more diluted form. At the 
end of the period above named the case will probably be 
well. Anyhow the treatment must be stopped two or three 
days before and during the next menstrual period. If after 
this anything more should be required the carbolic acid will 
_be found the appropriate agent, and probably the “ two ap- 
plications” of which Dr. Playfair speaks will be all that is 
required. In this way cases may be cured in one or two 
months, instead of three to six months, or even more. 

The cases in which this treatment can be employed are 
few and far between, as it requires that the patient should 
be within easy reach. Nor is it always easy to persuade a 
patient, who perhaps only complains of ‘‘ such a discharge” 
with a little back-ache or bearing-down, or other indefinable 
and varying symptoms, to submit to enforced rest in bed for 
a fortnight. 


* Sponge tents should not be covered with grease, except at the tip, and should 
be prepared without gum, as they have been for some time made by Krohne and 
Sesemann according to my instructions. It is well to charge the tent afresh with 
two or three drops of the strong liquid carbolic acid or iodine liniment, by means 
of a large vaccine tube, before using. 
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The principle of the treatment is the very obvious and. 
common-sense one, daily acted upon by surgeons in the 
teatment of indolent granulating wounds—viz., first the 
destruction of exuberant granulations, and then daily dress- 
ing. A surgeon would not dream of treating, on the sur- 
face of the body, a state of things such as the mucous. 
membrane of a uterus affected with chronic catarrh, pre- 
sents to the gynecologist, by applying something to it once 
a week, or even at the shorter interval of three or four days, 
and leaving it in the interval to take its chance. Why 
should not the gynzecologist do likewise ? But in practice it 
is more difficult; and in this the gynecologist is at a dis- 
advantage. 

One great advantage of this method is this—viz., that we 
need not fear subsequent contraction of the canal; and when 
the condition is a sequence of a bad “getting about” after a 
confinement, with subinvolution of the organ, we kill two: 
birds with one stone—-we cure the unhealthy condition of 
the mucous membrane and the subinvolution at the same 
time. 

A word or two about the mode of applying liquids to the 
interior of the uterus. When a probe covered with cotton- 
wool is dipped into a liquid it is apt to take up more than 
is required. “The consequence is, that as the probe is pushed 
up into the uterus the excess is squeezed out and runs over 
the cervix into the vagina, where it is not required. The 
ordinary (so-called) medicated wool is very inconvenient, be- 
cause its capillary properties are interfered with by the pre- 
sence of oily matter used in its preparation, Von Brun’s 
preparation, which is free from oil, is much to be preferred, . 
and the quantity of liquid can be better regulated. 

Dr. Playfair recommends a probe with a bulbous point. 
This is a mistake; or, at least, an inconvenience. Long 
before the publication of his lecture on this subject I had 
been in the habit of using a pointed (not too sharp) instru- 
ment. This form is much more convenient. I have never 
known the cotton-wool come off. The probe—aluminium 
is undoubtedly the most convenient metal—must be wrapped 
with the wool for two-thirds of its length, or more, and 
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it should not. be straight, but very slightly curved. Nor 
is it at all necessary to roughen it, as Dr. Sloan recommends. 
I always remove the wool with the ordinary gynecological 
forceps, and my difficulty is to prevent the metal getting 
too rough from contact with the toothed surfaces of the 
forceps. The trouble of getting the wool off a bulbous- 
pointed probe is very irritating. It is all very well in the 
wards of a hospital where you have a nurse to do this for 
you, but it is an intolerable nuisance in private practice. 

It is not within the scope of these notes to enter upon a 
discussion of the other conditions requiring intra-uterine 
medication. I have limited myself to the question ot the 
treatment of chronic catarrh as the most frequent, and, in 
the experience of some, one of the most obstinate affections 
coming under the notice of the gynecologist, and I trust the 
result of this discussion will be that we shall hear less of the 
hundreds of cases in which the heroic treatment by fuming 
nitric acid is employed, and that intra-uterine medication 
will be established on a safe and scientific basis. 


Cast OF POST-PARIUM HAMORKHAGE, 
LEADING TO: THROMBOSIS AND 
EMBOLIC COMPLICATIONS. 


By James More, M.D. 


Mrs. G., a delicate-looking primipara, had consulted me 
during her pregnancy for symptoms indicating incipient 
phthisis. Her history was that she had had a severe attack 
of congestion of the lungs, and when she first came under 
my care she had decided dulness in upper lobe of left lung, 
a certain degree of wheezing all over that side, a quick pulse, 
rather high temperature, and general debility. 

These symptoms to a great extent left her, at all events 
were very much modified, when pregnancy was fairly declared. 

She was confined on the 19th of May, 1876, and her 
labour was easy and natural in every way. 

I was congratulating her husband on her safe delivery, 
and was just about to leave the house, about three hours 
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after the event, when I was sent for to Mrs. G.’s room, 
as she was suffering from short, sharp, crampy uterine pains, 
and rather severe haemorrhage. This hemorrhage, in spite 
of all I could do, went on for about two hours, not always 
with the same intensity, but of such a character as to excite 
the gravest alarm for her safety. The uterus was larger and 
higher up than usual, so I introduced my hand into the 
vagina and scooped out a number of large clots from the 
uterine cavity. Still the bleeding went slowly but surely on, 
the uterus contracting and again relaxing, each contraction 
being preceded and accompanied by a sharp excruciating 
pain. I succeeded at last in arresting this dangerous flow, 
after injecting cold water two or three times into the uterus, 
carrying the tube of the syringe each time up to the fundus. 

The immediate effects of this prolonged hemorrhage were 
such as might be expected in a delicate girl with a damaged 
lung and an irritable heart. All night I watched my poor 
patient, expecting every minute to see her die, but towards 
morning she seemed to rally ; and by the evening of the 20th 
she seemed better and over the more immediate effects of the 
flooding. Up to the 23rd she was extremely restless, had 
short troubled breathing, no sleep, and a temperature 104°, 
with a pulse 130, and respirations 50. 

On the fifth day after delivery (24th) her symptoms seemed 
all intensified, and her appearance was deplorable in the 
extreme. There was tremendous cardiac excitement ; urgent 
dyspucea ; gasping, jerky breathing ; inability to lie down ; 
pallor, and at times cynotic complexion ; jactitation, and a 
wailing cry to God to take her, for her suffering “was more 
than she could bear.” The temperature was now 102°'5 ; 
the pulse small, thrilling, and irregular ; and the respirations 
from 45 to 50. 

The above symptoms I concluded pointed to the presence 
of an embolic clot in the right heart, very likely engaged in 
the tricuspid valve. | 

I gave her a mixture of bark and ammonia, and in order 
to soothe excitement and induce sleep, the following draught :— 


Bromid. potass. grs. xv.; tinct. digital: grs. xv. ; liq. opit_ 
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The draught had a wonderful effect, and gave her sleep ; 
indeed, the first night she had it she slept well. 

On the seventh day after delivery she had a small, red 
punctated rash all over her, not like that of scarlatina, but 
evidently due to septic poisoning. Her pulse was still ex- 
tremely irritable and unsteady—115 in the morning and 
120 in the evening, the temperature falling one half-degree 
in the course of the day—viz., from 102°5 to 102°, the re- 
spirations still gasping, and 44. 

On the eighth day after delivery the symptoms seemed 
again intensified, with increased embarrassment in breathing. 
On examination I found extensive deposit (embolic) in 
upper lobe of rzg¢ lung, the temperature, pulse, and respira- 
tions keeping much the same. 

On the ninth day 1 found my poor patient had had a 
more comfortable night, and in the evening I had the ad- 
vantage of consultation with Dr. Walker (Peterborough), and 
my friend, Mr. Dryland, of Kettering. 

Taking into consideration the nature and succession of 
the symptoms, Dr. Walker was decidedly of opinion that the 
lung deposit was due to embolic pneumonia, and this opinion 
was partly, if not almost, confirmed by its almost complete 
disappearance on the 31st, the twelfth day of delivery—ze., 
three days. The embolus in pulmonary artery had evidently 
shifted its site and allowed the still liquid exudation to get 
away, perhaps by some endosmotic action, into the same 
capillaries from which it had been so forcibly extruded. 
How otherwise could it have disappeared on the third day ? 
Surely not by absorption. Or could the dulness be due 
simply to. extreme distension, hyperemia without exudation ? 

On the thirteenth day after delivery (June 6th) Mrs. G. 
began to feel somewhat better, and to take an interest in her 
surroundings : up to this time it had been a bare struggle for 
life, but she now began to look as if she might live. Her 
appetite improved, her sleep became more continuous and 
refreshing, and though the pulse still thrilled under the finger, 
it had more vigour and was slower, being 100: the tempe- 
rature at this date fell to 100°, and the respirations, 28, were 
not so shalJlow. 
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On the eighteenth day there was decided improvement, the 
respiration 26 and the temperature 99° ; the pulse had slightly 
risen, and was 104. 

On the nineteenth day after delivery the pulse suddenly rose 
to 115, the temperature to 103°, and the respiration to 32. 
Mrs. G. had a severe rigor (the first), the wheezing was 
increased all over the chest, and again there was decided 
dulness in the upper lobe of right lung. All the feverish 
symptoms were again intensified, and she seemed as bad as 
ever. In the evening of this day, the pulse, which was still 
of that peculiar thrilling character, fell again to 100, the 
temperature to 99°, and the respiration to 28. 

On the twentieth day | found that my patient had had 
some sound refreshing sleep during the night, and though the 
pulse still kept up to 100, the temperature and respiration 
were normal. She slept most of this day and was in a gentle 
perspiration, and expressed herself as feeling very much better 
at my evening visit. From this time there was a slow but 
steady improvement, and on ¢he twenty-third day after delivery 
(June 11th) my chart gives a temperature of 98°, a pulse rang- 
ing from 96 to 100, and the respiration more comfortable, and 
22. Under appropriate treatment Mrs. G. was soon able 
to leave her room. The dulness in right lung has not com- 
pletely disappeared, the breathing is still short on walking, 
especially upstairs, and I may say that her general condition 
at this date is not much worse than it was before her 
confinement. 

Such are the rough notes taken from my clinical chart, and 
it is a faithful and pretty accurate picture of her attack ; but 
there is one clinical incident, which has been omitted, and that 
is, that three days before the rigor Mrs. G. had symptoms 
of phlegmasia dolens in left leg ; there was considerable pain 
along the course of the femoral veins and decided cedema 
of the whole limb. The night before the rigor, this pain and 
swelling subsided rather suddenly, and was succeeded, as we 
know, by the embolic dulness in the lung. 

The clinical interest of this case centres in the fact of the’ 
prominent symptoms leading up to the diagnosis of puerperal 
thrombosis with embolic complications. 
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1. We have in the severe hemorrhagic drain, the morbid 
opportunity, the pathological aptitude (Trousseau) for such 
complications, a traumatic diathesis—inopexia, in short— 
where there is the tendency to a preternatural coagulability 
of the fibrin of the blood. 

2. The hemorrhage would also favour the rapid absorp- 
tion of the uterine puerperal débris, which septic virus, causing 
rapid coagulation of blood, might originate the thrombosis 
and subsequent septic poisoning by the migratory clots. It 
will be remembered there was a septic rash, and besides there 
was about the patient that peculiar sweet, hay-like smell so 
characteristic of puerperal blood poisoning. 

3. The sudden attack of dyspnoea and great cardiac dis- 
tress indicate the probable migration of an embolus from the 
uterine veins to the right side of heart. : 

4. The sudden dulness in lung following an increase in 
the cardiac distress (post summas anxietates), and its subse- 
quent sudden disappearance, point to the migration of an 
embolus, either from a ¢hrombus, already engaged in right 
side of the heart, or from .the-external iliac vein itself. 

5. Again, the phlegmasia dolens in left leg, the sudden 
subsidence of cedema followed by decided rigor, and the 
second appearance of the lung deposit, would of themselves 
form a body of symptoms clearly indicating the migration of 
a peripheral venous clot. 

6. Not to beg the question, I may still be allowed to note, 
that the already damaged state of /e/t lung might have the 
tendency to lead to hemorrhagic stasis and the formation of 
thrombus in the heart or lung, without taking into considera- 
tion the puerperal conditions of inopexia and post-partum 
hemorrhage. 

7. In this case we have evidently two pathological factors, 
apparently in operation at different times and in different 
degrees—uterine thrombosis arising from drain, leading to 
clot in the heart and lung; and a septic virus causing rapid 
precipitation of fibrin in uterine veins, and producing by 
embolithe symptoms of septicemia of a mild degree. The 
emboli in the first case might be supposed to cause only 
mechanical vascular obstruction, with subsequent exudation 
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or infarction ; while the second, besides doing this, added a 
virus to the blood. 

8. The temperature, at no time above 104, and suffering 
no sudden rise or fall, together with the absence of rigor, till 
towards the end of attack ; the absence of abdominal pain, 
diarrhoea, or profuse perspirations, forbid the idea of puerperal 
fever. So I think I am justified in the diagnosis recorded 
above. 


ON THE PHYSIOLOGICAL ASYMMETRY OF THis 
HEAD OF PIE POETuUs, 
AND THE MODE OF ITS ACCOMMODATION DURING LABOUR. 


By A. STADFELDT, M.D. 
Professor of Obstetrics and Gynzecology in the University of Copenhagen. 


ON reading the interesting communication by Dr. Matthews 
Duncan, “ On a Shear produced in the Foetal Head, &c.,” in the 
OBSTETRICAL JOURNAL for February, 18709, a long-cherished 
wish revived in my mind to recapitulate my observations on 
this question, since my former communications had been in 
several respects misunderstood, or altogether overlooked, 
although they were to be found in the English language. 
Since Dr. Duncan has been so kind as to invite me to put 
this thought into execution, I will not decline the invitation, 
trusting that my remarks will not be considered as a con- 
tribution to a barren dispute for priority, but rather as an 
expression of my feeling of duty to lighten as far as possible 
the labour of future investigators. 

In the excellent treatise of Budin, “ De la Téte du Foetus 
au Point de vue d’Ostetrique,” Paris, 1876, a good account 
is given of the history of the question, and it is there pointed 
out that my first investigations dated from 1861 (Review 
in Brit. and For, Med. Chir. Rev., vol. xxx., 1862, p. 103). 
I then stated quite expressly that there was a lateral 
asymmetry of the head of new-born children, as well as of 
that of adults, to which I gave the name of “ physiological,” 


because it was almost constant and quite independent of 


the effects of labour. The remainder of the work, however, 
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was occupied with quite different questions—namely, the 
size of the fcetal head, and its mode of accommodation 
in labour. Upon this side of the question I will not 
dwell further at present, since I find that Budin quite 
accurately, and in complete accordance with my observations, 
has positively established that the compression of the skull 
during labour takes place as a rule in the antero-posterior 
diameter, in the maximum transverse diameter, and in the 
circumference of the occiput, while the compensation 
(elongation) occurs in the maximum diagonal diameter. In 
other words, the head tends to acquire a pointed shape, the 
point being situated at the upper extremity of the maximum 
diagonal diameter. 

Meanwhile the question of physiological asymmetry con- 
tinued to engage my attention for several years, and in 1863 
I published the results of my investigations in a Paper read 
at the meetin: of the Society of Scandinavian Naturalists 
at Stockhelm.* It may be of interest, in reference to the 
present subject, to give a brief summary of this article. I 
found the lateral asymmetry, which has been mentioned, very 
marked in the case of a full-term foetus, which I removed 
from the uterus after death (the mother had died from 
urzmia at the commencement of labour). There was an 
apparent shear of the two lateral halves of the head of such 
a kind that the eft half was displaced upwards and back- 
wards, and the vzgf¢ half in the contrary direction—namely, 
downwards and forwards. On looking at the head—which 
is still in my possession—from above, we see that the por- 
tion of the occipital bone on the left side of the vertex is 
fuller and more prominent than the corresponding part on 
the right side, while the right temporal region, and other 
adjacent parts on the right side, are more prominent and 
convex than the corresponding parts on the left side. I 
found the same asymmetry, with slight shades of difference, 
in adults, and in foetuses between the sixth and seventh 
month of development. Since therefore I had observed it both 


*Translated in the Dublin Quarterly Fournal of Medical Science, 
August, 1864, p. 241 (illustrated by woodcuts). 
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in the living and in the preserved heads of children which 
had never passed through the pelvis, I gave it the name of 
“ physiological,” because I was certain that it was quite inde- 
pendent of the effects of labour. The most striking pheno- 
menon about this asymmetry is the oblique direction of 
the sutures which is so often observed in adults. It is well 
known that various -lateral shears may be produced in the 
head by difficult and protracted labours. These shears may 
somewhat alter the aspect of the head ; but, if we wait a 
few days, these more artificial changes of form will vanish, 
while the primary asymmetry will remain. 

I still regard this lateral asymmetry as being a scoliosis of 
the vertebrz which constitute the head, and consider it as 
forming one part of a congenital scoliosis which extends 
throughout the whole vertebral column. It is not quite 
easy to recognise this scoliosis in the flat and expanded 
bones which form the vault of the skull ; but those who have 
an eye for form will be able to discover it in the great majority 
of cases. The more skulls I have examined since my first 
communication the more striking appears to me to be the 
correctness of my view. Some authors have endeavoured to 
invalidate my view of the case by bringing forward measure- 
ments which they consider as showing it to be untenable as 
regards a large percentage of crania. Upon this I must 
remark that the scoliosis does not reveal itself by any 
definite measurements which hold good in all cases. In the 
treatise before-mentioned I have shown that it is difficult to 
find many heads in which the asymmetry is completely alike ; 
and this could not be otherwise, for the transitions between the 
curves of the scoliosis, the exact points of which may be re- 
cognised in the undulating course of the spinal column, are 
spread out over a wider surface in the expanded vertebre of 
the head; and, moreover, the place of transition from one curve 
of the scoliosis to another is naturally different in different 
heads. | | 

Those, therefore, who wish to test the correctness of my 
view, must—as I said, in 1872, in my “Manual of Mid- 
wifery’—wuse their eyes; by measurement it can only be 


demonstrated when the correct points for measurement have- 
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been discovered for each individual head. So long as ob- 
servers have not an eye for this asymmetry of primary de- 
velopment, they will be led astray in their estimate of the 
effects produced by labour upon the form of the head. 
Dorhn has, therefore, followed a wrong direction in his mea- 
surements of the foetal head; and his results, according to 
renewed observations which I have made for testing the 
question, are incorrect. 

With regard to the cause of this asymmetry or scoliosis 
of the axis of the human skeleton, I have in my treatise 
put.forward the hypothesis that it is “a remnant of the 
spinal rotation of the embryo in the ovum.” There is, in 
my opinion, much to be said in favour of this hypothesis, 
but it is not capable of demonstration. 
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aot eke AL SOCIE PY .OF LONDON, 
Meeting, Wednesday, April 2nd, 1879. 
We S. Pravrairn, M.D).; FUR.C.P., President, in the Chair. 





The following were elected Fellows :— 

Sir Joseph Fayrer, Drs. Gen. A. J. McKeough, George E. Moore, 
R. R. Stilwell, Messrs. J. Knowsley Thornton, Alban Doran, Charles 
L. Evershed, T. W. H. Garstang, E. W. Tait, William B. Willans. 





Double Monster. 


Dr. Gopson showed a dissection of the conjoined twins which he 
had exhibited in July last. The distribution of the viscera was very 
remarkable. The diaphragm was common to both. The liver was 
a single organ, but appeared to be made up of two livers of normal 
‘shape united by their posterior surface. The stomach of each 
was normal, and ended in a duodenum one and a-half inches 
iong. Both of these opened into a common triangular cavity, situated 
beneath the conjoint liver, and having its broader end uppermost. 
_ From the lower extremity of this proceeded a joint intestine six 
inches in length. Below this point, the canal divided into two 
_ separate intestines, each ending in an anus. 
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Pocket Gynecological Case. 


Dr. Gopson showed a set of instruments, comprising speculum for- 
ceps, puncturing lancets, caustic holder, uterine sound, and Playfair’s 
probe, all of which were contained within an ordinary cylindrical 
speculum, and could be carried in the pocket. The puncturing 
lancet, caustic holder, sound, and Playfair’s probe, could all be 
screwed on to the same handle. Besides the speculum which formed 
the case for the whole, there were two others of smaller size, which 
fitted within it, all three being made of aluminium. He used asimple 
close-fitting bag of chamois leather to contain the instruments. This 
convenient case of instruments was manufactured for him by Messrs. 
Arnold & Son. 





Midwifery Forceps. 


Dr. BARNES showed, for Dr. Marshall, of Mortlake, a new forceps 
of his invention, the blades of which were attached to the handles in 
sockets, so that they rotated on a longitudinal axis in such a manner 
as to adapt themselves to the shape of the head ; thus, a firmer grasp 
was afforded, and indentation was avoided. In the application of 
ordinary forceps, since the head was generally situated diagonally, 
and the blades of the forceps naturally adapted themselves to the 
sides of the pelvis, they seized the head obliquely and one edge of 
each blade pressed more strongly than the other. Dr. Barnes 
believed the principle of the forceps shown to be an entirely new 
one. 

Dr. AVELING said that in theory the instrument was very beautiful. 
But it had the disadvantage, that if the head were not seized in its 
greatest diameter, the blades would not be parallel to each other, and 
would therefore, he thought, be more likely to slip off. 

The PRESIDENT said the invention was very ingenious. But he 
doubted whether such an expedient were required, since in practice 
he had not felt any disadvantage from the drawback to the perfection 
of ordinary forceps, which it was intended to rectify. 

Dr. Murray said that the rotating blades would prevent any 
artificial rotation of the head by means of the forceps, which was 
sometimes desirable, in order to rectify its position. 

Dr. J. WILLiaMs said that the instrument did not meet a difficulty. 
which was much more commonly felt practically than the one which 
had been mentioned, namely, that the present curvature of the 
blade of the forceps does not accurately fit the head, when the head 
is seized diagonally. 

Dr. Cory said that he had often seen a deep cut on the child’s 
head produced by the blade of the forceps, and thought that the 
instrument was worth trying. 

Dr. MarsHALt said that the blades of this instrument would 
always lie perfectly flat against the head, and had absolutely no ten- 
dency to slip, giving a great solidity of grasp on account of their close 
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apposition. It was also very easy tolock. In one case he had made 
a comparative trial with it, and with ordinary forceps, and had found 
it to answer the best. 

Dr. WILTSHIRE asked whether the instrument could be safely kept 
clean at the pivots. 

Dr. MARSHALL said that the blades could be easily separated at 
this point. 


Removal of Ovaries. 


Dr. CHAMBERS presented two ovaries which he had removed a 
week since, on account of double ovarian congenital inguinal hernia. 
He suggested that these should be examined and reported upon at 
the next meeting, when he would bring forward full particulars of the 
case. Drs. Galabin and John Williams were appointed to examine 
these. 

The PRESIDENT announced that it had been decided to have a 
debate at the next meeting of the Society, and that the subject 
which had been selected by the Council was “On the use of the 
Forceps and its alternatives in lingering labour,” and Dr. Robert 
Barnes had consented to open the discussion. 


Lixtra- Uterine Pregnancy. 


Dr. RoutH contributed the notes of a case of tubal gestation. The 
patient, aged twenty-two, was admitted into the Samaritan Hospital 
January 31st, 1878, complaining of pain in the lower abdomen, which 
had commenced a month previously. She had had one miscarriage 
three years before. The catamenia were regular and profuse, the 
last period terminating abruptly a few days before admission. On 
examination, an irregular rounded swelling was found occupying the 
left iliac and hypogastric regions, dull on percussion, and rising to a - 
level of about one and a-half inches above the pubes. Per vaginam a 
large mass about the size of a cocoanut filled the entire pelvis, the os 
uteri being pushed forwards and upwards and reached with difficulty. 

~The sound was passed into the uterus, and was found to rotate in an 
apparent cavity. The tumour appeared to contain fluid and large 
pulsating vessels surrounded it. It was at first believed to be a 
hematocele, a diagnosis in which Dr. Savage and Dr. Rogers con- 
curred. Occasional gushes of hzemorrhage from the uterus took place 
_after her admission, but ceased on February 3rd.__It was resolved to 
treat by puncturing withthe aspirator, and on February 18th the patient 
was placed upon the table for that purpose. ‘The livid colour o! the 
genitals then raised the suspicion of the existence of pregnancy, and 
this was confirmed by examination of the breasts. A diagnosis was 
now made of extra-uterine foetation, probably tubal, and in this Dr. 
Rogers and Dr. Wynn Williams concurred. It was therefore consi- 
dered doubly imperative to puncture the swelling. This was accord- 
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ingly done by the aspirator, and about a pint of serous fluid was 
drawn off. This was followed by three or four ounces of blood ; 
and as the blood continued to flow, some solution of iodine was 
injected by the aspirator and withdrawn again, but hemorrhage still 
continued. A solution of iron was therefore injected and subse- 
quently withdrawn in the same way. No bad symptoms occurred 
till the 21st, when rigors set in, followed by feverish excitement, and 
the temperature ran up to 104° Fahr. On examination the tumour 
which had been emptied was found to be again distended with fluid, 
fluctuating and tense. A membrane proved to be decidua had 
passed from the vagina. He now left the patient in the hands of one 
of his colleagues, during a short absence, asking him to aspirate again 
if necessary. A consultation was afterwards held with Dr. Greenhalgh, 
who recommended delay, and the administration of calomel and 
opium. At 12.30 A.M. on the 22nd he was called up to see the 
patient, who had been suddenly attacked by pains in the iliac region, 
and had become almost pulseless. He then concluded that rupture 
of the sac must have taken place. Some little revival afterwards 
took place, but she died at 10 A.M. 

At the autopsy a large thin clot concealed the viscera. On re- 
moving this the peritoneal cavity was found to contain a pint of fluid 
blood, and there were masses of clot in the cellular tissue of the iliac 
fossa. A tumour, almost the size of a cocoanut, lay behind the uterus 
extending to the right into the iliac fossa, displacing the coecum 
and pressing backwards against the fifth lumbar vertebra. It was soft 
and its surface was very vascular. It could be seen even zm situ to 
be a dilatation of the night Fallopian tube. On éxamining the 
back of the tumour a small aperture was found. On opening the 
tumour it was seen to contain one ounce of blood, a placenta and 
foetus of about three months’ development. The umbilical cord 
was about four inches long and attached to the front of the cavity. 
The remainder of the Fallopian tube was coiled behind the uterus 
in Douglas’ space under the left tube. No trace of the opening 
made through the rectum with the aspirator could be detected. The 
uterus was enlarged, reaching to three inches above the pubes. The 
omentum was attached to its fundus by old adhesions. The difficulty of 
diagnosis, in the first instance, in this case, arose from the fact that 
menstruation persisted. The most characteristic sign, as revealing 
the true state of affairs, was the excessive vascularity of the swelling 
felt in the pelvis, and the blue colour of the parts. 

The author then gave the details of a large number of published 
cases of extra-uterine foetation, from which he drew the following 
conclusions :—That a discharge of blood resembling the catamenia 
frequently occurs, but that it varies in intensity, time, and quality. 
That the cases of tubal pregnancy, if diagnosed early, should not 
be left to nature, but should be treated by one of two proceedings, 
either simply tapped by the aspirator, or tapped first, and subsequently 


a solution of morphia injected into the amnion. The fact that in — 
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some cases of tubal fcetation, when the sac had been opened by 
operation, hemorrhage had stopped after complete removal of the 
placenta, as in an instance recorded by Dr. Meadows, showed, in the 
author’s opinion, that the walls of the cyst were capable of con- 
tracting, owing to the muscular fibres derived from the Fallopian 
tube which were contained in them. Hence the sac might be ex- 
pected to contract up, and the foetus to perish, after removal of the 
liquor amni. He had often used the aspirator in the case of various 
pelvic cysts or tumours without any ill result, and he considered its 
use perfectly safe. He had made choice of rectal puncture, in prefer- 
ence to that by the vagina, in the expectation that there might be a 
subsequent fcetid discharge, and that the patient might thus, by the 
presence of the sphincter, be saved from a constant annoyance. The 
plan of making injections of morphia into the cyst had been success- 
ful in the hands of Frerichs, and it appeared to him to be simple and 
free from risk. | 

The PRESIDENT inquired why the author had limited his discus- 
sion of possible methods of treatment to puncture and injection of 
morphia. Dr. Routh could not be ignorant of Dr. Thomas’ well- 
known successful case, in which a similar tumour was opened from the 
vagina by the galvano caustic knife, a plan of treatment which seemed 
to him particularly valuable in such a case, inasmuch as the cautery 
not only obviated any risk of hemorrhage from division of large vessels, 
but the sac could be thus easily emptied of its contents, leaving the 
placenta zz sztu, and subsequently thoroughly drained, and washed 
out with antiseptics. 

Mr. Doran, who had made the post-mortem examination, 
exhibited the specimen which he had prepared from it, which showed 
beautifully the relation of parts. He remarked that the rent whence 
proceeded the hzemorrhage was situate in the upper and posterior 
aspect of the cyst, at a point well above the brim of the pelvis ; and 
had gastrotomy been performed on the advent of the dangerous 
symptoms, the cyst could have readily been reached from above and 
the laceration detected, the foetus might have been removed, the 
bleeding vessels secured by the cautery, and the funis tied and 
severed. ‘The placenta might then have been left to its fate, antiseptic 
precautions being used; or, if preferred, a drainage tube might have 
been inserted. It would, however, have been utterly impossible to 
extirpate the cyst by operation. It was firmly impacted in the pelvis, 
and it took him several weeks to dissect it from the surrounding 
structures. The cyst was situated to the nght of the uterus. The 
left Fallopian tube was much dilated, and contained reddish fluid. 
In answer to Dr. Bantock, he added that the upper part of the 
tumour was covered in front by intestines. The foetus was lying with 
its head downwards. 

Dr. Barnes thought that it might be considered established that 
in cases of extra-uterine foetation not exceeding the size reached in 
the present instance, the operation from below was preferable. There 
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were no other structures intervening at the bottom of the cyst, and 
the antiseptic method might be applied even here. Nature often took 
the course of evacuation by the rectum, and he considered it 
preferable to puncture in the same direction. It was a further 
question whether it was desirable to go further, make a free opening, 
and remove the foetus, leaving the placenta. If the case were left to 
nature, its course was tedious, and many dangers were incurred. 
These might be avoided by early interference, but there was con- 
siderable risk in this course also. In one case, after puncturing for 
the second time a small ovarian tumour from below, he had seen 
death occur from peritonitis. Another patient now under his care, 
after puncture of a dermoid cyst, was extremely ill with pelvic 
peritonitis and suppuration. 

Dr. Gopson said that tapping per rectum incurred the risk of 
fetid gases passing from the bowel into the cyst ; and he related the 
case of a patient upon whom he had operated for retention of mens- 
trual fluid, owing to an imperfect hymen, in which this had occurred. 
‘Two days after the puncture the patient became very ill, and the 
swelling was found as large as ever. A free opening being made in 
the hymen, a large quantity of most fetid gas escaped. 

Dr. BANTOCK said that in a case of tubal foetation he would object 
to puncturing by the vagina or the rectum on account of the enlarge- 
ment of the vessels. It would be almost impossible to make the 
puncture in either direction without wounding some of importance. 
The case now related confirmed this view most strongly. He would 
prefer to puncture from above if possible. He thought. that even in 
the present case, before the first puncture, the state of affairs was 
probably different from that described as the autopsy ; and that it 
would have been possible to puncture in this way without wounding 
intestines. If gastrotomy were performed, the foetus removed, and 
drainage employed, it would be necessary to stitch the edges of the 


cyst to the abdominal parietes, so as to shut off the peritoneal cavity. © 


Such an operation would be exceedingly likely to succeed. He did 
not think that it would often be found that the whole cyst could be 
removed like an ovarian tumour. He questioned the prudence of 
administering calomel in Dr. Routh’s case. If it were supposed to 
cause absorption of adhesions, this effect would be the worst thing 
possible under the circumstances. 

Dr. GALABIN remarked that, with reference to the inference to be 
drawn from Dr. Routh’s case as to the question of treatment, It was 
of interest to recall the statistics of the late Dr. Parry, who in his 
monograph had collected a far larger number of cases than any other 
author. From areview of these that author drew the conclusion that 
although the treatment by simple puncture might seem at first sight to 
be so promising and so innocuous, yet it was more dangerous ‘than 
either leaving the case to nature, or evacuating the cyst by a more 
free opening, a large majority of recorded cases so treated having 
ended fatally. Within the last few months two cases had been 
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reported to two Obstetrical Societies in America, in which early 
extra-uterine foetation had been treated by vaginalsection. In one of 
these the galvanic cautery had not afforded the security against 
hemorrhage anticipated by the President, for the placenta proved 
to be attached at the bottom of the sac, and the hemorrhage could 
only be stopped by detaching and removing the whole of it. It 
appeared, however, that the patient might have recovered, but that 
rupture into the peritoneal cavity had previously taken place. In 
the other case, the foetus was removed by the vagina, the placenta 
being left, and the result was most successful. 

Dr. RocERs, from a consideration of this and other cases, advocated 
gastrotomy and removing the fcetus without the placenta, putting a 
drainage tube into the sac, and treating in the usual way ; or, ifthere 
were a pedicle and no strong adhesions, this might be ligatured, and | 
the whole ovum removed. Puncture had so often been followed by - 
inflammation and death that he would condemn this treatment alto- 
gether. Nor was it safe to trust to nature, for although sometimes 
spontaneous evacuation occurred with a favourable issue, many such 
cases ended fatally. 

Dr. Murray said that if the sac were in the pelvis he would 
remove the fluid by puncture, inject an antiseptic, and leave the rest 
to nature. 

Dr. WILTSHIRE asked whether, in case of rupture of a tubal feeta- 
tion with internal hemorrhage, we were to stand by and see the 
patient die, or interfere? He thought it was our duty to step in to 
perform gastrotomy, and tie the bleeding vessels, or remove the sac if 
possible. He thought it was not often that the adhesions were so 
great as in Dr. Routh’s case, and that it would sometimes be possible 
to remove the sac. Mr. Jessop had told him of a case in which a 
patient was dying from internal hemorrhage, after rupture of an 
extra-uterine foetation, and in which he advised gastrotomy, but was 
overruled. After death it was found that the sac could have been 
easily removed. The behaviour of the blood, as shown by the 
autopsy, namely, that it diffused itself throughout the abdomen and 
did not collect in the pelvis, was of interest in reference to the patho- 
logy of hcematocele. He believed that most cases of retro-uterine 
hcematocele were extra-peritoneal. 

Dr. RoGErs pointed out that in this case the pelvis was filled by 
the tumour, and therefore the blood could not gravitate into it. 

Dr. CHAMBERS thought that when Dr. Routh was called to his 
patient and found her collapsed, he might reasonably, after she had 
somewhat recovered, have entertained gastrotomy as a justifiable 
alternative. In the earlier stage of an extra-uterine foetation, how- 
ever, before rupture had occurred, he thought that gastrotomy should 


not be lightly undertaken. 


Dr. Routu said that as to vaginal section, by cautery or otherwise, 


he was deterred by the risk which was proved to exist by the case 


mentioned by Dr. Galabin. The cyst must contract, separate itself 
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from the vagina, and so cause hemorrhage, and make it necessary to 
remove the whole placenta in order to arrest it. What could be 
more simple and harmless than using the aspirator, especially if an 
antiseptic, such as iodine, were afterwards injected ? In Dr. Godson’s 
case, the puncture was made by a small trocar, which was too large 
an instrument, and allowed the access of air. Moreover, if iodine were 
injected after puncture by the aspirator, this in itself caused the small 
opening made to contract and close. The cyst in this case did not 
rise high enough to be accessible from above. He had administered 
calomel, because he believed that it had a specific influence, not that 
of causing absorption of adhesions. He might now regret that he 
did not operate when the rupture and collapse had taken place. But 
it was a serious thing to operate on a patient who was almost pulse- 
less, and he had feared the criticism of his colleagues in case of the 
result proving unfavourable. Moreover, on a sudden emergency Oc- 
curring in the middle of the night, it would take some time to make 
the preparations for the operation, and, when all was ready, it would 
almost certainly be too late. 


OBSTETRICAL SOCIETY OF EDINBURGH. 
Meeting, Wednesday, 27th November, 1878. 
Dr. ANGUS. MACDONALD, Vice-President, in the Chair. 





Mr. George Mackay, M.B., F.R.C.S.E., and Mr. J. H. Croudace, 
L.R.C.S. Ed., were admitted Ordinary Fellows. 

Professor Stmpson showed a female anencephalous foetus with 
spina bifida, born in the Maternity. The case was associated with 
extensive hydramnios—an association which he had already brought 
under the notice of the Society. The foetus was still-born, was be- 
tween the seventh and eighth month, and presented by the pelvic 
extremity. 

Professor Simpson showed a Fcetus from a case of difficult labour. 
He wished specially to bring under the notice of the Fellows the head- 
markings it exhibited. Three of these were artificial, and easily 
understood. Thus on each side of the head the fenestrated mark, 
due to the firm forceps grip, was easily noticeable, as well as the per- 
foration in the occipital bone, which was found necessary to allow of 
extraction. The two other markings were, however, of quite a dif- 
ferent nature, and occurred very rarely. They were due to a distinct 
deformity of the pelvis, and the resulting impressions on the fcetal 
head. ‘The first of these was a deep indentation over the right half 
of the frontal bone, coinciding laterally and posteriorly with parts of 
the frontal and coronal sutures, and evidently due to pressure against 
the projecting promontory of the sacrum. Behind, there was a trans- 
verse bar at the nape of the neck, where it had lain opposite the pos- 
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terior aspect of the pubis. These markings explained fully the state 
of affairs when operative interference was begun, the nature of the 
interference, and the character of the pelvic deformity. The head 
had evidently lain well down in the pelvic cavity, markedly flexed, 
and almost perfectly rotated, with the occiput forward and to the 
right, and the sagittal suture running somewhat obliquely up to the 
left. The marked flexion pointed to the pelvis being a decidedly con- . 
tracted one, while the promontory mark proved clearly that it was 
“flat.” It was, therefore, a “ flattened universally contracted pelvis ;” 
and it was this combination which had caused the very rare and 
interesting head deformities they now saw. 

In striking contrast with the preceding specimen was the one 


-he now showed. The case had occurred in the practice of Dr. 


Williamson, of Leith, and was a transverse presentation where Dr. 
W. had turned. As he had some difficulty in extracting the head, 
Simpson was sent for. When he arrived, however, the difficulty was 
overcome. In front of the nght ear there was a vertical furrow and 
depression of bone about an inch in length. On the opposite side of 
the head was a transverse mark just behind the left ear. The cause 
of these was evident. The pelvis was rickety, and the projecting 
promontory had made its mark on the extended head as it passed 
down after turning. The transverse mark was due to the pressure of 
the posterior aspect of the pubis. 

Dr. Croom showed a preparation of Uterine Hydatid. The patient 
was pregnant four months, and had been suffering from hemorrhage 
for a month. 

Professor Simpson exhibited a preparation of Vascular Decidua, 
causing hemorrhages during pregnancy, which the patient thought 
were menstrual. She had suffered from gonorrhceal colpitis, warty 
bodies of considerable size being scattered over the whole vaginal 
surface at the full term. 

Dr. Buist showed a Lobulated Placenta. 

Dr. MACDONALD exhibited five Fibroid Polypi. Four of these had 
been rernoved from the cavity of the uterus of one patient, who had 
speedily recovered, and was now quite well. One, the largest of the 
five, was removed from another patient by simple incision of its pedi- 
cle, and without difficulty, as it had been forced into the vagina 
through the cervix. The patient was very anemic and debilitated 
from long loss of blood and leucorrhcea. A week after the operation, 
she fevered and sunk rapidly from septiceemia, accompanied by dif- 
fuse peritonitis. No bacteria were found in any of the fluids after 
careful examination. ‘The heart was in a state of fatty degeneration, 


no doubt induced by the long-continued drain on her system by the 
_ bleeding. The site of the pedicle was covered with an unhealthy, 
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_ somewhat diphtheritic-looking membrane. 


Dr. Craic showed a small Tumour removed from the uvula of a 
child. The infant could suck well, but had a difficulty with spoon 
food. 
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Professor Simpson exhibited a Fibrous Polypus, removed a few 
days ago by the écraseur. Previous to operation there had been 
much loss of blood, and the resulting angemia was so intense that he 
had the chloroform administered with even more than the usual cau- 
tion. Happily, the neck was only about half an inch in diameter, 
and was easily divided with the chain écraseur without the loss of 
any blood. | 

Dr. Hamitton, of Falkirk, gave a demonstration of the use of the 
forceps in tedious labour. He said he noticed that it was announced 
to the members of the Society that he would give a demonstration 
on the use of the forceps in tedious labour; but he felt that the term 
“ Demonstration” was rather more pretentious than he cared to use. 
He would rather say that he intended to give to them a little history 
of his experience in obstetrics, and a description of the means he had 
found most effectual in enabling him to practice this branch success- 
fully. 

He said he commenced by attending the lectures of the late Pro- 
fessor Hamilton in 1832. From these he learned little as to the apphi- 
cation of the forceps. The short forceps (which Dr. Hamilton ex- 
hibited) was then the only instrument recommended to students, for, 
as ta the long forceps, its application was considered a very serious 
matter indeed.* The short forceps, Dr. Hamilton said, was a useless 
form of the instrument as he now applied it (although he was afraid it 
was still used by many practitioners), and could be properly applied 
only when the face has got into the hollow of the sacrnm—a kind 
of application which, he said, he had not made for twelve or fifteen 
years, and then only to assist a midwife. From Professor Hamilton, 
Dr. Hamilton said, we could hardly expect much information as to 
the use of the forceps, when we find him stating that he often sup- 
ported the perinzeum for five or six hours. What should we think, 
Dr. Hamilton asked, of any practitioner who made such a statement 
now ?{ Professor Hamilton, Dr. Hamilton said, also laid down the 
rule for the guidance of his class, that the first stage of labour should 
not be allowed to last more than about twelve or fourteen hours. 
This, Dr. Hamilton said, he believed led to the most unnecessary 
interference with the course of labour. Students never went to such 
cases without ergot in their pockets, and kept continually molesting 
the patients with antimony, bleeding, belladonna, &c., to relax the 
os uteri, all of which, Dr. Hamilton said, he now saw to be not only 
unnecessary, but often pernicious. He now almost never interfered 





* Let any one read Dr. Barnes’ description of and directions as to this operation, 
and he will see that it zs a serious matter yet.—See paper by Dr. Hamilton in 
British and Foreign Medico-Chirurgical Review, January, 1872. j 

+ Practical Observations, published in 1840. Of course, supporting the peri- 
nzum for five or six hours, or rather allowing the child to remain for that time in 
the hollow of the sacrum, is a very different thing from supporting the perineum 


just before delivery Kegarding the latter, the Professor’s practice deserves all 


praise. 
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with this stage, although it should last one, two, or even three days ; 
only in extreme cases of this kind, the practitioner, as he should 
immediately have to show, must look sharp in shortening the second 
stage if he expected the child to be saved. 

There was one rule, Dr. Hamilton said, which was strenuously 
insisted on by the Professor, which, though it had been neglected, 
or even condemned, by some practitioners of repute, he considered 
to be of the very highest importance. This was, supporting the 
anterior portion of the os uteri in the second stage of labour, push- 
ing it up here, or both here and posteriorly, with the fingers intro- 
duced, or with the whole hand if necessary. This rule, Dr. Hamilton 
said, he had always followed in his own practice, and very generally 
with success. He had no doubt the neglect of it might, in certain 
cases, entail very serious consequences. 

Dr. Hamilton attended the Edinburgh Maternity Hospital in 
1832-3, and during the whole time he never saw the forceps used ; 
but he saw the head perforated in a case of puerperal convulsions. 
During this time Dr. Hamilton also attended the out-door cases at 
the Maternity ; but the very first that came into his hands proved 
unfortunate. It was a primipara. ‘The case lingered on for two 
days or more. The “annual pupil,” an Irish gentleman with a very 
persuasive tongue, had to be got to give assistance. He gave ergot, 
and did a number of other things, but, Dr. Hamilton thinks, never 
once mentioned the forceps. He, however, told the woman she 
would be better by-and-by, and so she was, but the child was dead, 
though Dr. Hamilton now sees it might with the greatest ease have 
been saved. This was not very pleasant as a beginning; but in 
those days still-born children were not much thought of. 

During the same time, Dr. Hamilton said, he got practical in- 
structions in the use of the forceps from Dr. Reid, Edinburgh, who 
had the reputation of being an expert operator. All he could recol- 
lect of these, however, was, that the Doctor insisted that the forceps 
ought to be used oftener than was then common. 

Before Dr. Hamilton left Edinburgh to settle in Falkirk, in the 
end of 1833, he had under his own care thirty-three labour cases, and 
he had already remarked one thing that puzzled him. This was, that 
in certain cases, though Professor Hamilton’s directions were attended 
to, and the uterus was got over the head, and even ergot had been 
given, still it obstinately remained pretty high up in the pelvis, and 
refused to turn into the hollow of the sacrum. Not seeing the reason 
of this, he applied for an explanation of it to Mr. M‘Kenzie, the 
Demonstrator of Anatomy in the University, who at once said that 
no doubt it must arise from the os uteri grasping the shoulders after 
the head had passed through it, which, of course, at the time was 
thought to be highly satisfactory. 

On settling in Falkirk, Dr. Hamilton said he rather prided himself 
on the obstetric knowledge he had now acquired ; but this did not 
continue long, for, a short time afterwards, he was called in to assist 
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a midwife in a case of what used to be called impaction, and he 
found himself, with the instrument then in use, utterly foiled. The 
blades never could be got to lock, and, of course, the head never 
could be properly grasped. The most experienced practitioner in 
the town was then called in, and he and Dr. Hamilton again and 
again tried to make the blades lock, but failed. Of course, all these 
attempts to introduce the blades were made laterally, because the 
instrument was the short and double-curved one, and the curve must 
be made to fit to the hollow of the sacrum. There was no longer 
instrument, Dr. Hamilton believes, at that time in Falkirk. The 
consequences following all this, Dr. Hamilton said, may easily be 
imagined: perforation had to be restored to, and the parts of the 
mother sloughed dreadfully. In a subsequent confinement Dr. 
Hamilton had to attend the same patient. The os uteri and os 
externum were rigid and glued together. The child was premature 
and putrid, and to extract it a deep crucial incision had to be made, 
a low typhoid fever following, under which the patient sank. In this 
melancholy case, Dr. Hamilton said there was one thing he noticed 
which had been of great use to him since then. This was that after 
perforation the head came away with an ear to the symphysis. 

Still using the short forceps, Dr. Hamilton mentioned another case 
(twins) which occurred to him. The patient, a primipara, was of the 
squat form, with broad pelvis. The forceps were used after a pro- 
longed labour, and both children were dead. Of course this was 
very discouraging, but what was to be done? Mr. M‘Kenzie had 
said that the os uteri prevented the shoulders passing, and how was 
that to be overcome ?* However, Dr. Hamilton stated that he had 
now begun to doubt whether Mr. M‘Kenzie’s explanation was alto- 
gether correct, for he had noticed that these tedious labours often 
occurred in women of this squat form. 

Shortly after this tine, Dr. Fairbairn, of Edinburgh, mentioned to 
Dr Hamilton that Dr. Ziegler, who then had charge of the Edinburgh 
Maternity Hospital, had introduced a new form of forceps which were 
very superior to the short, double-curved forceps. Being much in- 
terested in the subject, Dr. Hamilton came into Edinburgh and saw 
Dr. Ziegler, who explained to him the mode of applying his forceps, 
and recommended him to get the three blades, which Dr. Hamilton 
exhibited to the Society, from Mr. Young, the surgical instrument 
maker. Dr. Hamilton said the third short blade, used with blade No. 1, 
gave a good hold of the head, and, though he had not had occasion 
to use it often, was useful in cases where the promontory of the 
sacrum or the pubes projected much inwards. Dr. Ziegler had not, 
as far as Dr. Hamilton recollects, any particular theory as to the 
application of the instrument, and spoke of its great superiority con- 
sisting in the ease and certainty with which it locked, and could be 


* Mr. M‘Kenzie strongly recommended, in such cases, an injection of raw 
whisky ; but I never tried it. 
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applied in any direction, and the good hold of the head which was 
got, even when the short blade was used. The ease in locking, 
however, was thought to be its great advantage. 

For the next twelve or fifteen years Dr. Hamilton used this forceps, 
and began gradually to find out the aptitudes of the instrument. The 
melancholy cases he had mentioned always dwelt upon his mind, and 
it became his practice always, where he could, to apply the first blade 
over an ear, which very generally was near the symphysis, so that the 
instrument was applied nearly antero-posteriorly. This he found gave 
an excellent hold of the head, and, in fact, had been previously 
recommended by both Smellie and Burns. Combining the good hold 
of the head which he had now obtained with the fact he thought he 
had observed, that it was the broad and squat pelvis that prevented 
the head turning into the hollow of the sacrum, Dr. Hamilton stated 
that he now endeavoured to use traction and rotation together, and 
in many obstinate cases was successful, for the moment the head was 
turned the case became quite simple. 

In 1853 Dr. Hamilton published in the British and Foreign Medico- 
Chirurgical Review for April an account of the practice he had been 
pursuing, and the results he had obtained, which seemed at the time 
to take the profession somewhat by surprise. To understand this, 
Dr. Hamilton said it would be necessary for him to read to the 
Society an extract from the same journal for October of the pro- 
ceding year (although he had already quoted it in more than one of 
his papers), in order to show the precise condition in which obstetrics 
in this country were. It is from a review or Dr. Murphy’s “Principles 
and Practice of Midwifery,” and is as follows :—‘* Question of [nstru- 
mental Interference in Laborious Labour.—Dr. Murphy endeavours to 
deduce, from the examination of statistical facts, the rules that should 
guide our practice in those cases in which the head, without being 
actually arrested, yet advances so slowly as to seem to be so. In 
75,911 cases of midwifery occurring in British practice, there were 
138 forceps cases, and in 35 of these, or 1 in every 4, the child was 
still-born. In France 173 forceps cases furnished 41 still-born 
children ; and in Germany 2808 furnished 650, so that it may be laid 
down as arule that nearly one-fourth of the children delivered by the 
forceps are lost. -In order to determine how these protracted cases 
fare when left to themselves, Dr. Murphy refers to Dr. Collins’s 
tables as she only data which, from their accuracy and minuteness, 
afford the elements of calculation—those exhibiting the duration of 
the labour in all the cases-reported. From these tables it appears 
that 430 cases in which labour lasted or exceeded twenty-four hours, 
324 were delivered without assistance, the children being lost in 61 
cases, or about rin 5. Among the 5699 cases that fell under Dr. 
Murphy’s own care, 218 were similarly protracted, and 175 of the 
number were delivered naturally, 41 children, or 1 in 4 nearly, being 
still-born. ‘Thus, so far as the children are concerned, the proportion 
of still-born is very much the same, whether the forceps be employed 
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or not, the difference, if any, being in favour of leaving these cases to 
nature. With respect to the mothers, the experience of Drs. Collms 
and Murphy leads to the conclusion that a mortality not greater, but 
probably considerably less, attends the non-interference practice as 


compared with the results of forceps cases that have been recorded. 


If these conclusions are sound, it is obvious that the use of instru- 
ments is to be discountenanced in all but exceptional cases of this 
kind, in which the habit of the patient is too teeble to admit of her 
enduring a protracted labour without risk of exhaustion. The dis- 
crepancy between English and foreign practice may be judged of by 
the fact, that while Ramsbotham employed the forceps once in 726 
cases, Joseph Clark once in 742, and Collins once in 684, Kiena 
resorted to them once in 78, Carus once in 14, and Siebold in 9 cases. 
Dr. Murphy’s recommendation is to employ the forceps only in cases 
of positive arrest, refraining if any advance, however slow, is made, 
unless dangerous constitutional symptoms are present.” Conclusions 
similar to these, Dr. Hamilton said, seemed to have been arrived at 
by the heads of the profession, and in Edinburgh and elsewhere the 
dictum was in such cases to leave matters very much to nature.* This 
was not the case, he thought, among country practitioners. ‘This was 
a branch in which, from their insolation, they had to act very much 
for themselves, and necessity is always the mother of invention ; but 
what could they do with almost the only instrument they possessed 
or were qualified to use—the useless, short double-curved forceps, as 
he had perhaps rather irreverently called it? 

In the paper referred to, Dr. Hamilton said he first laid down the 
rule that the second stage of labour should not be allowed to extend 
much beyond two hours in an ordinary labour, and less when the 
first stage had been protracted or severe. This rule he considered 
of the very greatest importance, especially as to the life of the child, 
and he still adhered to it. It was so important, that if it were neg- 
lected, do what the practitioner liked, use forceps or anything else, the 
life of the child would be put in jeopardy, In fact, it was the key-note of 
the most important part of his practice, for he had no wish to apply the 
forceps oftener than was necessary ; but experience had taught him that 
if this rule was not infringed, forceps must be used oftener than was 
formerly usual; and further, that neglect of this rule, and frequent 
forceps deliveries, were not incompatible ; but assuredly such practice 
would be attended by a large foetal mortality. Authors use the forceps 
and said there was a foetal mortality of 1 in 3 or 4, but he replied, 
how could it be otherwise, for the child was dead before you applied 
the instrument? The real secret was to use the forceps tn proper 
time. But what was the proper time, or rather, how often does the 
proper time imply the use of the forceps? ‘This was a matter to 


* In the Adinburgh Medical Monthly Fournal, Nov. 29 and 30, the forceps is 


said to have been used in the Edinburgh Maternity once in 472 cases. The foetus — 


mortality in these was I in 22. 
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be determined by experience, and he had then, after being twenty 
years in practice, to give his.* In this paper, accordingly, he had 
to announce that, while others had been using the forceps once in 
400 to 700 cases, he had been using it once in every seventh or: 
eighth case, with the marvellous result, however, that 317 children 
had been born alive, with the single exception of one in a breech 
presentation. On this branch of his subject Dr. Hamilton said it 
would save time, though a little out of place, for him to give at once 
the foetal mortality which had occurred in his practice from this time 
forward up to May last, the forceps having been used rather oftener 
latterly than at first :—rst, Then, he had had to announce in the 
Ledinburgh Medical Fournal for October, 1861, that he had brought 
into the world successively 731 children, all of whom were born 
alive, the 732nd being a forceps case, in which the child was dead ; 
2nd, up to 1st September, 1871, there were added to these 472 
births, with one fcetal death in a footling case ; and again, 167 births 
up to rst May, 1878, with one death in a forceps case—in all, 1371 
successive births, with only three deaths. In these there were 190 
forceps cases, with two deaths. 

On this part of the subject Dr. Hamilton said it was impossible 
for him to enter into details at present, and he therefore referred 
those wishing more information to his papers in the Aainbureh 
Medical Fournal, British and foreign Medico-Chirurgical Review, 
and OBSTETRICAL JOURNAL. He particularly directed their attention 
to his papers in the British and Foreign Medico-Chirurgical Review for 
October, 1871, and January, 1872, when, of course, his views had 
become more matured and decided than they were at first. It had 
now become clear to him, he said, that there are three principal 
positions in which the forceps required to be applied to the head. 
These are—r1st, When the face is in the hollow of the sacrum. ‘This 
is the old operation, for which the short-curved forceps is suitable, 
and in which, from delay, the child used so often to be lost. Dr. 
Hamilton said he now almost never had to apply the forceps in this 
position. The 2nd is when the head enters the pelvis transversely, 
the uterus having been pushed, or having slipped, over it; but 
sometimes also when the uterus is pushed down by the head into 
the vagina without getting over it.t This, he said, was by far the 
most common position in which he had required to apply the 
forcepst. The first blade was generally placed anteriorly, as nearly 


* It is both amazing and amusing to find writers on this subject constantly 
saying, ‘‘the forceps was used with such-and-such a foetal mortality,” without 
asking or knowing what kind of instrument was used, how long the second stage 
of labour had been allowed to last, &c., as if the mere use of the forceps must 
necessarily secure success. 

+ In these cases I pull down the head with the forceps in one hand, and push 
up the uterus with the fingers of the other. 

+ Speaking roughly, I should say that these comprise 96 to 98 per cent. of my 


_ forceps applications. 


110 Abstracts of Societies Proceedings. 


as possible over an ear, and the other usually took its place almost 
without any guidance, or guidance of the simplest kind. In this 
position of the head Dr. Hamilton said he generally found that he 
had to introduce the instrument within the parts of the mother about 
nine inches, so that formerly he supposed these would have been 
called “long forceps” cases; in fact, he might say all his forceps 
deliveries belonged to this once so greatly dreaded category—so 
much dreaded that even Smellie said he would recommend turning 
rather than face them.* The third position in which he had 
required to apply the forceps was at or near the brim, the head 
being within or having passed out of the uterus. In this to him 
comparatively rare class of cases, he said he got hold of the head 


wherever he could, and advanced it until it got into one of his . 


positions (which Dr. Hamilton showed on the pelvis), and then he 
knew exactly what had to be done to effect delivery.t 

In this paper Dr. Hamilton said he had attempted to show that 
the impediment to the child’s progress was very seldom at the brim. 
It was usually in what he had called the anterior portion of the 
outlet of the pelvis that the head was caught (which Dr. Hamilton 
showed on the bony pelvis) from the projection of the ischial 
spines, and which he had shown in some pelves constituted almost a 
trap, from which the head had the greatest difficulty in escaping. 
This was the difficulty which had puzzled him in the commencement 
of his practice, and he should have immediately to show how he 
now usually got over it. 

In the same paper Dr. Hamilton said he stated that he had made 
some modifications on Dr. Ziegler’s admirable instrument, which he 
had used so long and so successfully, and this he now exhibited to 


the Society, and showed his mode of using it. He had used this 


* Smellie represents in his 4th plate very nearly the position of the head in 
which I usually apply the forceps. In describing plate 5, where the face has 
got into the hollow of the sacrum, he says, ‘‘ But if the head is high up in the 
pelvis, as in the former plate (4), the forceps ought not to be used except in 
the most urgent necessity.” (See Smellie’s ‘‘ Obstetric Plates,” London: Samuel 
Highly, 72, Fleet Street, 1837.) If we think of such facts as these we can 
realise to ourselves the advance—we may almost, I think, say revolution—that 
has taken place in this department of obstetrics. What is it that has stood in 
the way, preventing this advance taking place for so long? I have said more 
than once before, and I say again, that it has been the double curved forceps, 
which was originally. intended for fitting into the hollow of the sacrum, and 
is fitted only for a certain mode of delivery. It was well observed by a gentle- 
man on the night of the discussion on this communication, that the curve 
had gradually been getting less in the numerous forceps that had been devised, 
and I must express the opinion that the sooner it is got rid of altogether the 
better. In this respect the Dublin school had been said to have set a good 
example, straight forceps being mostly used, and my conviction is that, for the 
ordinary use of the instrument, every other school will be compelled to follow 
in the same course. 

+ For these positions see British and Foreign Medico-Chirurgical Review for 
January, 1872. ; 
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form of instrument for upwards of eight years, and he had met with 
no case in which, as a forceps, he did not think it perfect. When 
the head was once grasped, as he had expressed it on another 
occasion, it did its work splendidly. Even in a very difficult case, 
which afterwards came under the care of Drs. Duncan and Under- 
hill, where he had to apply it at the brim, nothing he thought could 
be better than the work it did.* Dr. Hamilton then explained that, 
with his old forceps, he used to consider that cases in his second 
class for applying the forceps could be divided into—tst, those that, 
when traction was applied, easily took the turn into the hollow of 
the sacrum ; 2nd, those that refused to do so, but could thus be 
rotated by the instrument, traction and rotation being combined ; 
3rd, those that refused to rotate at all, even with the forceps, and in 
which version had to be resorted to, or the head had to be opened. 
Ever since he had used his stronger forceps, however, he said he 
could place his cases, with one exception, where the head had to be 
opened, under only two heads, viz., 1st, those that easily took the 
turn without any rotation being used; and, 2nd, those that never 
took the turn at all, but came away with the forceps placed antero- 
posteriorly, exactly as it had been applied ; and, very curiously, the 
latter now formed perhaps three-fourths of the whole. Dr. Hamilton 
said he used no compulsion in doing this, for he almost let forceps 
and child take their own course, only he turned the flat side of the 
forceps round the pubes, as he found this greatly increased the power 
of extraction. Dr. Hamilton here showed on the bony pelvis the 
course taken by the forceps in such deliveries, and pointed out the 
ample room there was in the hollow of the sacrum and under the 
arch of the pubes for this motion of the instrument. In thus 
throwing back the head, fixed in the soft parts of the pelvis, we used, 
Dr. Hamilton said, not merely traction, but also leverage,—the lever 
being the forceps and head of the child combined, and the fulcrum 
the soft parts of the mother that firmly held the head. At the brim 
traction alone could be used, for the head had not then become 
fixed in the soft parts. The extraction, with a pair of pincers, of a 
spike driven into a tree (which Dr. Hamilton gave in one of his 
papers), showed this clearly, he said. From this it would be seen 
that the pelvis was not zecessarily a rifled tube, as it had been called. 
It was simply, in those cases where the head did not take the tum, 
a curved tube. Indeed, it was only a curved tube in many cases of 
natural labour, when the face was at the symphysis and came away 
without turning. It was of.no consequence to him now, however, 
Dr. Hamilton said, whether, in such cases, the head took the turn or 
not, for both were equally easy. The only difference was that, with 
his old instrument, he often had to employ rotation to get the head 


* See case in Dr. Hamilton’s paper in Odstetricat Fournal for June last. 
Such cases are so rare in an ordinary country practice that in his own he had to 
go back upwards of thirty years before he came to such another. 
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out of the anterior space at the outlet, whereas, with his stronger 
forceps, he found he could easily extricate it simply by throwing the 
head back into the hollow of the sacrum. 

Dr. Hamilton then dwelt upon the advantages possessed by the 
instrument he exhibited—its length and strength, its simplicity, and 
the ease and certainty with which it locked; the impossibility, 
almost, of its injuring mother or child, when the most ordinary care 
was given in extraction ; the powerful hold that it took of the head, 
and how, by this means, it converted the head and forceps into a 
long bar, as it were, which could be used as a lever, when the child’s 
head was fixed in the parts of the mother; to the advantage which 
even the small “wrinkle” of smearing the inside of the blades with 
indiarubber paste gave, by making them adhesive; to the solid 
blade No. 1, and to the absence from injury which this secured, even 
when the blade was placed over the face. 

Dr. Hamilton said that perhaps the most distinctive thing in his 
practice now is its simplicity, and the negations, as compared with 
what was considered necessary or proper formerly, are even more 
striking than the positive alterations. For more particulars as to 
these he must refer to his paper in the British and Foreign Medico- 
Chirurgical Review for October, 1871. As to the application of the 
forceps, it seemed to him sometimes that it was done half by instinct, 
as a lady uses her fingers on the piano. He had, as it were, a few 
great landmarks to guide him, and the rest seemed almost to be left 
to nature. 

In fine, in an average healthy population, Dr. Hamilton said he 
had found, after a lengthened experience and a varied practice, that 
this form of instrument fulfilled all the purposes he had required in 
a, forceps. 

In conclusion, Dr. Hamilton said it would be seen that there 
were three circumstances or rules which have been distinctive of his 
practice. The first was to interfere as little as possible with the first 
stage of labour ; the second, to prevent the second stage from much 
exceeding two hours, and in certain conditions to cut it even much 
shorter ; the third was, to understand the mechanism of labour, and 
to know exactly where the resistance to progress really lay, and to 
take such means as he had pointed out to overcome the difficulties 
which had to be encountered. 

Dr. Hamilton, in replying, after the discussion on his commu- 
nication, gave references as to Professor Hamilton’s statement re- 
garding supporting the perinzeum, and as to the state of obstetric 
opinion previous to 1853, both of which had been questioned by 
Dr. Moir. 

In answer to a question put by a member as to the effect this 
mode of delivery had upon the bladder, Dr. Hamilton stated - that 
neither before nor after delivery had he had occasion to use the 
catheter for thirty years—the first evidently because he never allowed 
time for the head unduly to press on the neck of the bladder ; the 











Obstetrical Socrety of Edinburgh. 113 


second, because his instrument never injured the parts of the 
mother. 

As to Dr. Keiller’s remark, that it would be dangerous for him, as 
a teacher of students, to tell them that they might safely use the for- 
ceps in every sixth or eighth case, Dr. Hamilton said that it had not 
fallen to his lot to be a teacher of students, but that he had given to 
his son, when settling in practice some eight years since, such instruc- 
tions as the members had heard from him, and that, acting upon 
these, he had, in the first years of his practice, delivered in 190 suc- 
cessive cases without a loss to mother or child, and since then he had 
delivered with the forceps 73 times consecutively, with only one 
foetal death. Dr. Hamilton said he thought if students could be 
made to imitate these, they would do pretty well for a beginning. 

Regarding Dr. Bell’s objection to Dr. Hamilton’s mode of delivery, 
in some cases, that it was not the natural one, he would not quarrel 
about terms. It was sufficient for him that it was easy and safe. The 
long diameter, as well as the whole fcetal head, every accoucheur 
knew, was often, even in lengthened labour, finished naturally, won- 
derfully moulded and prolonged, and, of course, this was still greater 
where the forceps was used. The very pretty rigid model fcetus’s 
head on the table, every one must see, gave quite a false representa- 
tion of the capabilities in this respect of the head of the living child. 

The zatural mode of delivery, however, is really that which nature 
herself takes, under the particular circumstances, when the forceps is 
used. Now, he used no compulsion here further than applying a 
substitute for uterine force to overcome an obstruction. As he had 
said elsewhere, if the face turns into the hollow of the sacrum, he was 
well pleased; but if not, nature and he got on very well without 
this. 

To be more precise, let us see how Dr. Bell’s objection, that in 
my mode of delivery with the forceps I bring the long measurement 
of the head through the short measurement of the pelvis, accords 
with the fact. The question here, when we speak of the capacity of 
the pelvis, it must be recollected, is not that of brim, but of outlet ; 
for, as I have said, it is there that in g6 to 98 per cent. of my forceps 
cases the obstruction has occurred. ‘The long diameter of a large child’s 
head at birth, in an easy labour, I find to be 43 inches, and this evi- 
dently would bear considerable compression. Now, in an ordinary 
well-formed pelvis, which I take, these are the measurements :—From 
the lowest part of the sacrum (excluding the coccyx) to the symphysis 
pubis is 42 inches. This is the space through which the head has to 
pass after the face has got into the hollow of the sacrum. But suppose 
we take a case in the position in which I usually apply the forceps, 
let us say with an ear half or three-quarters of an inch on either side 
of the symphysis, then the long diameter of the head will be placed 
_nearly between an obturator opening and the opposite ischiatic notch, 
_which measures 6 inches. Supposing the head to advance lower in 
the pelvis, maintaining the same lateral position (which can be seen 
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so well when my mode of placing the forceps is used), then the 
measurement from the lowest part of the tuberosity of the ischium to 
the middle of the opposite ischiatic notch is 5 inches, so that it will 
be seen that the space is fully greater in the directions indicated than 
antero-posteriorly, and that, when sufficient force is applied, there is 
evidently room enough for the head to pass without the face turning 
towards the sacrum. The great difficulty arises (as I have attempted 
to show in the British and Foreign Medico-Chirurgical Review tor 
January, 1872, p. 182) from a too great projection in some females 
of the ischial spines in the centre of the outlet, constituting in the 
anterior portion of the outlet what I have called almost a trap. In 
the pelvis I refer to the distance between them is 44 inches, but in 
nine naturally-formed pelvis, the measurements of which I have 
given in the paper referred to, the measurements vary from 54 to 34 
inches. It is this latter class that furnish really difficult labours in 
the usual mode of delivery, for simple traction draws the head 
directly down on the spines. If the head turns round, or be turned, 
this obstacle is avoided ; or, as I have said, if the head be thrown by 
the forceps into the hollow of the sacrum, space is gained, as the 
measurement from the hollow of the sacrum to the symphysis is in 
this pelvis 5 inches. Again, from the middle of the obturator open- 
ing to the hollow of the sacrum is 5 inches, and from the obturator 
opening to the ischiatic notch is more. The space here is large, and, 
though the parts are covered with ligaments, these evidently yield 
when sufficient force is applied. Whether or not this be held a suf- 
ficient account of the mechanism involved, the fact remains, that in 
a very large proportion of my forcep cases, delivery takes place as I 
have described it. 

In resuming his seat, Dr. Hamilton thanked the members for the 
compliment they had paid him in asking him to make this communi- 
cation to the Society, to which he had been a stranger for no less 
than twenty years. N otwithstanding that long lapse of time, he was 
glad to see that it was still as prosperous as ever, though, alas! he 
missed from among them some long-familiar faces that were then its 
chief supports and ornaments. Especially did he miss that of his old 
and valued friend, the late occupant of the Obstetrical Chair in the 
University, whose comparatively early death threw a gloom alike over 
friends and strangers, and whose memory will be honoured and 
cherished for yet a long time to come by both the public and the 
profession. Dr. Hamilton also thanked the members for the atten- 
tion they had given to his communication, which had extended to 
a greater length than at first had been his intention. 

Dr. Moir briefly thanked Dr. Hamilton for his paper and demon- 
stration, and commented on the principles of his practice. 

It was then agreed to postpone the continuation of the discussion 
of the subject till next meeting. 
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Meeting, Wednesday, 11th December, 1878. 
Dr. Witson, President, in the Chair. 


Dr. Macpona.p exhibited a cast of the head of a mature foetus 
from a case which had been placed under his charge by Dr. Macnair, 
of Falkirk. The pelvis was much contracted in the antero-posterior 
diameter, the conjugate at the brim measuring not more than 24 
inches. The patient had previously had four children, the first being 
delivered by craniotomy; in the seeond, premature labour was in- 
duced ; the third and fourth were delivered by turning. All the 
children were lost. On the present occasion the patient was in the 
middle of the ninth month, before she came under Dr. Macdonald’s 
care, so that the opportunity to attempt premature labour was past. 
Turning was adopted, but it was impossible to drag the head through 
the brim until the skull was perforated, and a considerable amount 
of brain matter had escaped. The deep depression in the cast indi- 
cated the indentation made upon the child’s skull by the pressure of 
the sacral promontory. The foetus was a large-sized male. 

Dr. Macponatp also exhibited a female foetus affected with 
general dropsy, in whose case there had occurred also considerable 
effusion into the abdominal cavity. Hydramnios was present also to 
a large extent. 

Dr. Hamitton, of Falkirk, made a few supplementary remarks to 
those of last meeting regarding his method of using the forceps, and 
thereafter gave a demonstration of the plan he always adopted in the 
treatment of asphyxia neonatorum, which consisted essentially in 
placing the foetus in the extended position on its back, and using 
alternate compression of the chest and direct insufflation by the 
mouth of the operator. | 

Dr. CHARLES BELL regretted being absent from the last meeting 
of the Society, and in consequence being prevented from hearing 
Dr. Hamilton’s paper ; but his regret is considerably diminished by 
the remarks just made by Dr. Hamilton, which have surprised him 
exceedingly, as it was the first time he ever heard any one say that 
“‘he did not care for Nature,” and that he disregarded the formation 
of the pelvis, as he considered it was immaterial whether the face of 
the child turned into the hollow of the sacrum or not; for both were 
equally easy in delivering the head with the forceps. In short, he 
stated, in reply to Dr. Bell’s objections to his mode of delivering 
with the forceps, ‘‘ I bring the long measurement of the head through 
the short measurement of the pelvis.” In Dr. Bell’s opinion this is 
a most objectionable practice, as he considers it impossible to do so 
without injuring the foetal head, as well as the soft parts of the 
mother. Dr. Hamilton’s success was apparently most marvellous ; 

but it is to be hoped that his mode of using the forceps will not form 
a precedent for others to follow, and that he will see the propriety 
of adopting the more judicious, and generally approved, mode of 
_ practice. 

I 2 
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Dr. Rosert BELL, of Glasgow, gave a demonstration of the use of 
Tarnier’s forceps, illustrating the exact method of this application 
on the phantom. 

Mr. Linpsay Porteous, of Kirkcaldy, communicated, through 
Dr. JAMES YOUNG, a note on a new variety of forceps, the blades 
of which were covered with vulcanite. He remarked as follows :— 

Forceps of various kinds have been used more or less since 1647, 
and probably prior to that date. It is pretty well proved now that 
Dr. Paul Chamberlain was the inventor, but whether or not, the 
forceps has proved a boon and blessing to many. 

In a table of statistics given by Dr. Churchill, we find that out of 
985,446 cases of labour, attended by 67 physicians, the forceps was 
used 8561 times, or 1 in 115 cases. ‘Those cases were attended 
by British, French, Italian, and German physicians in the following 
proportions :—The British used forceps in the proportion of 1 in 
171 cases; French and Italians, 1 in 140; Germans, 21 m To: 
By this we see how very seldom the British used the forceps, although 
the statistics are so recent as 1858. In another table he gives: the 
results to mother and child, as follows :—Cases of British practi- 
tioners, I in 29 mothers lost; cases of French and German prac- 
titioners, 1 in 34 mothers lost; of the children, only statistics of 
British cases are given—viz., 1 in 5 lost. These facts are anything 
but encouraging to those commencing midwifery practice, but I here 
quote them to show how very seldom the instrument was used, and 
how alarmingly great the mortality. 

The cause of this great mortality seems to be that there was a 
want of faith in the operation, causing the accoucheur to delay the 
application until the mother was too fatigued, or the child had suffered 
from too long pressure, or that the cases were more suitable for 
craniotomy or other formidable operation. 

From my own experience, I think that the instrument is chiefly 
useful as a “‘ tractor,” although, doubtless, at tines it does good as a 
compressor, and if applied carefully, and zz cme, there is little or no 
danger to mother or child. The pain to the mother is not much 
greater, if as great, as a strong labour pain; and by its use, fatigue 
is spared to the mother and prolonged pressure to the child. When 
properly applied it matters little whether traction is made during a 
pain or not’; as it seems to me that the act of drawing causes a pain to 
comes «in ‘many parts of the country the forceps is much objected 
to ; and where I practice there is, or rather was, a strong prejudice 
against its use. But now I invariably find that when a patient has 
once felt the benefit of it, she asks for it in her next confinement. 

During the last twenty months I have attended 199 confinements, 
and have used forceps in 50 cases, or about 25 per cent. The per- 
centage would have been larger had it not been that prior to 
my coming here the forceps was considered an instrument to be 
used only in extreme cases ; and consequently patients dreaded the 
very idea of its use. Of these cases I have not lost one mother nor 
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one child. It is from my success in these cases, and from the great 
benefit derived, that I have now ventured to put in a plea for the 
forceps. ; 

I have found that patients have a great objection to cold steel ; 
and even the metallic ring seems to strike awe into them. To 
obviate these objections, I have had made a forceps with Aveling’s 
blades and Simpson’s handles, slightly altered, and covered with 
vulcanite. For it I claim that it is easily heated (by friction), easily 
kept clean, easily applied, has no metallic ring, and no appearance 
of steel. 

Although it is generally recommended to tell the patient you 
intend using instruments, I do not always do so, as I think it is not 
always advisable, and I find that I can often pass the “ vulcanized 
forceps” and deliver the child, the patient being none the wiser, 
until told afterwards. I think, that when it is known to the accoucheur 
that the patient has a dread of instruments, it is far more humane to 
give her the aid and conceal the hated benefactor. 

The above remarks I have ventured to address to you, in the hope 
of this useful instrument being more generally resorted to than at 
present it seems to be. 

Dr. Gorpon then read a short paper on the advantage of single 
curved forceps. 

Dr. CHARLES BELL exhibited a new kind of long straight forceps, 
which he had found most useful in practice. 

Discussion then took place on the various papers. 

Dr. M‘RarLp, of Greenock, stated that he had an extensive 
experience of the use of the forceps. In regard to the position of 
the head in ordinary cases, he almost never found it presenting in the 
transverse diameter as described by Dr. Hamilton, and he did not 
see how it could be delivered in this position. He had always made 
use and highly approved of the ordinary curved forceps. In his 
experience the head lay invariably in one or other of the oblique 
diameters. 

Dr. KEILLER had witnessed with interest Dr. Bell’s demonstration 
on Tarnier’s forceps. This was the first time he had seen the instru- 
ment. It was evident that its chief advantage was the avoidance of 
pressure downwards and forwards towards the pubes. He thought, 
however, that by careful manipulation this injurious pressure might be 
to a great extent avoided, even inthe ordinary forceps. His practice 
was to attain this by using the hand in various ways, as by careful 
pressure from above, and also on the anterior aspect of the forceps, 
pressing them backwards, and at the same time not employing too 
powerful traction. Another method he sometimes adopted was the 
application of a hook either behind the lock or in one of the eyes of 
the blade; in this way you obtained the very force and a power of 
traction exactly in the same direction as demonstrated in Tarnier’s 
forceps. He thought, in those various ways, and always bearing 
in mind the natural mechanism of the expulsion of the child, we 
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ought to be able to overcome most difficulties, He would like 
further to say, that he considered Tarnier’s lock very objectionable. 
As to the long straight forceps of Dr. Hamilton and others, he was 
entirely opposed to their use as long forceps. J.ong forceps should 
always be applied with reference to the pelvis, short ones in relation 
to the foetal head. In the earlier years of his practice he had used 
long straight forceps, and he did not know how much mischief he had 
done with them. He had often, in fact, failed altogether to deliver 
with them. One advantage of straight, over curved forceps, he 
admitted, was the facility of rotation with them. He had used long 
curved forceps as short ones and rotated with them. He commended 
Simpson’s instrument as in every way admirable. In rotating with 
them we were always able to judge of the position of the instrument 
by roughness on the anterior face of the handles, which was a great 
advantage. One great point in delivery with the forceps was to keep 
the head well flexed. As to Dr. Hamilton’s cases, we all know his 
wonderful success—7oo cases without a death. He thought this 
good result was partly due to the fact that most of the cases were 
well advanced, and delivery, therefore, easily effected. In answer to 
a question by Dr. Keiller, Dr. Hamilton now stated his belief that 
he had saved the lives of one-third of the children in his forceps cases. 
Although most obstetricians used the forceps now with great 
frequency, he thought we should be very cautious in advising students 
to a too frequent use of the instrument, such as one in seven cases. 

Dr. Morr thought Tarnier’s forceps obj ectionable in many respects, 
more especially the fastening of the handles by a screw, which must 
inevitably be injurious to the child. As to rupturing the perineum 
in using forceps, he did not remember having done it but in one case, 
where the pelvis was somewhat narrowed at the anterior outlet by 
approximation of the pubic rami, thereby throwing the head back 
on the perineum. He then exhibited to the Society a number of 
forceps of various forms, making observations on several of them. 

Dr. KEILLER expressed his astonishment at the unfrequency of 
perineal rupture in Dr. Moir’s practice. 

Dr. MACDONALD stated that xs he listened to Dr. Hamilton’s paper 
he could not help feeling that a great part of his observations, so far 
as Edinburgh was concerned, were relevant only to a practice and to 
instruments that had long since been abandoned. Dr. Hamilton 
seemed to forget that the practice and the forceps of the time to 
which he referred had in the intervening period been greatly changed. 
He could not help also feeling, as Dr. Keiller expressed himself, that 
a considerable proportion of Dr. Hamilton’s cases must have been 
easy ones. Still, seeing they were so numerous and spread over so 
long a period of practice, a certain proportion of them must have been 
difficult. So far as he could make out, it appeared that the main 
pecuharity of Dr. Hamilton’s practice was that he used for the 
delivery of short forceps cases a straight instrument of much greater 
strength and length than the ordinary short forceps. The position of 
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the head at the time when Dr. Hamilton applied his instruments 
showed that most, if not all, of his cases were examples of short forceps 
cases. In addition to this peculiarity of the construction of his 
instrument, Dr. Hamilton’s method seemed further peculiar, in that he 
applied the instruments to the sides of the head so as to grasp it in 
the transverse diameter. It was well-known that in this direction the 
foetal head would admit with safety considerably greater compression 
than when the blades were applied at the ends of the oblique or of 
the antero-posterior diameters of the head, as the ordinary instru- 
ments were found to grasp it. But, on behalf of scientific midwifery, 
he must protest against Dr. Hamilton’s statements that the pelvis was 
essentially nothing more than a tube bent antero-posteriorly, and that 
1t was unimportant whether or not the head rotated during delivery 
by instruments. Why, he should like to ask, if such was the case, 
was it invariably observed that in every normal delivéry, when the 
vertex presented, the occiput turned forwards under the symphysis ? 
Nature’s method was doubtless the easiest possible, and in so far as 
_ Dr. Hamilton’s opposed or did not favour the rotation movement, in 
that far it was unscientific and objectionable. He had always found 
the ordinary Simpson’s double-curved forceps equal to any case for 
which forceps were applicable. It was strong; by the length of its 
blades it permitted the head tobe moulded and elongated in the mento- 
occipital diameter whilst in its grasp, and it further usually allowed 
rotation to take place without injury to the soft parts. He wasin the 
habit of using this instrument both for the long and short operation, 
and it would be difficult to convince him that it could be easily im- 
proved upon oradvantageously substituted by another instrument. He 
was astonished to hear Dr. Hamilton speak of the frequency of serious 
injury to the head in forceps cases. He was in the habit of using 
forceps largely,—his friends even hinting sometimes that if he erred it 
was in too frequent employment of forceps,—-and yet it was the 
rarest thing possible for him to be able to detect even a slight abra- 
sion of the head. Anything approaching deep incisions or serious 
injuries he had never seen, and he could not imagine how they 
should be found, except great carelessness was practised, or the for- 
ceps employed in attempting delivery in cases which were entirely 
unsuitable for their application. He also heard the statements 
regarding the absence of perineal and vaginal tears made hy Drs. 
Hamilton and Moir with a mixture of wonder and incredulity. At 
an early part of his own practice he never met with vaginal or peri- 
neal tears. But, within the last seven or eight years, he never 
effected artificial delivery in a severe primiparous case that he did 
not find both present to a considerable amount. He could not 
charge himself with operating with any less care, but thought the 
reverse was the truth. At one time he never examined for such 
lesions, whilst now he subjected the vagina and perineum to a care- 
ful scrutiny in every case. 

As to the demonstration of Tarnier’s forceps, he was sure every 
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member of the Society was exceedingly much indebted to Dr. Bell for 
coming twice from Glasgow to exhibit them. He regretted much that, 
for want of time, the demonstration was so brief, as, from what they saw 
in Paris and London, the phantom employed is peculiarly well 
adapted to exhibit the advantages of these forceps. He could him- 
seif vouch for its extreme adaptability to the ordinary forceps, and to 
other obstetrica: operations. The essential advantage of this instru- 
ment of Tarnier seems to depend upon the great breadth of the 
biades, and the curve of the rigid tractor. By these means, traction 
in the chord of the rigid tractor can be thrown so far back without 
risking the perineal tissues that the operator may pull in the axis of 
the inlet whilst the head is still at the brim. By that means the 
pubic component of the operator’s force, which always appears in 
the form of injurious pressure against the pubis, when the operator 
pulls so as to throw the axis of his instrument in front of the axis of 
the brim, is made to vanish. It must also be allowed that, even 
with the best double-curved instruments in ordinary use, it is nearly, 
if not quite, impossible to exert traction in the exact axis of the 
brim when the head is entering the inlet. Therefore, he believed 
some such instrument is a desideratum for severe long forceps cases. 
The instrument of Tarnier, however, is too complicated, bulky, and 
clumsy to be expected to pass into general use. If Dr. Bell should 
succeed in so modifying its size and shape as to make it more 
portable and more easily applied, while conserving its special 
advantages, he will supply a felt want, and largely benefit the pro- 
fession. : 

Professor SIMPsoN would not detain the Society at such a late 
hour with any lengthened remarks. He thought Dr. Hamilton’s 
paper interesting in this respect, that it showed how an acute and 
active mind had worked out to its own gratification the problem how 
frequently and with what instrument labour could be most safely 
terminated. He did not think Dr. Hamilton’s conclusions cou!d be 
safely used as guides for the profession generally, although he had 
done most valuable service in demonstrating the benefit to be derived 
from the use of the forceps, Dr. Hamilton’s papers had contributed 
largely to bring about the entire revolution which had taken place 
with regard to the frequency of using the forceps. He agreed with 
Dr. Keiller and other teachers in thinking that we should be cau- 
tious in advising students and young practitioners to use the forceps 
too frequently. As to the form of instrument, he very much pre- 
ferred, for almost all cases, the long curved Edinburgh forceps, 
which were now in such general favour even on the Continent. 
Twenty years ago, he had taken this instrument to Vienna, and 
shown it to Professor Braun, who at once recognised its value, and 
showed it to his class next day as the best instrument he had ever 
seen for fulfilling all the requirements of a pair of forceps. He (Dr. 
Simpson) had heard from time to time that it was the instrument 
now in ordinary use in the great Vienna lying-in hospital. As to 
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Tarnier’s forceps, although good in principle, he thought them cum- 
brous ; and he had an impression, notwithstanding the observations 
of Dr. Bell as to the safety of compressing the head with the screw, 
that the use of the screw was objectionable, The principle of the 
Tarnier traction was new ; and if it could be applied to our ordinary 
forceps, many cases of difficult extraction at the brim would be 
facilitated. Like Dr. Keiller, in using the ordinary curved forceps, 
he was in the habit of pressing backwards to obviate pressure for- 
wards on the pubis; and also, in some cases, using a hook or cord 
for the same purpose. Straight forceps, he thought, could only be 
used with advantage when the head was well down; high up they 
could not be successfully applied as was so readily done with curved 
ones. 

Dr. CHARLES BELL thought Tarnier’s forceps a very clumsy and 
complicated instrument, which was extremely liable to injure the 
maternal soft parts if any rotation were attempted; and it seemed 
to possess no advantage over straight forceps. In regard to the 
application of the forceps generally, they should not be used so long 
as the head was advancing, and the general condition of the patient 
satisfactory. As to the form of forceps he used, he confessed a par- 
tiality to the long straight ones. One of the disadvantages of Simp- 
son’s was the shoulders, as, in using it, the transverse knobs pre- 
vented the operator from using sufficient compressing power, and the 
instrument was apt to slip. Traction must always be in a straight 
line, and, therefore, could be more effectually accomplished by 
straight than by curved instruments, the head making the rotation 
readily as delivery was effected. 

Dr. Rircuir believed in long curved in preference to straight 
forceps : and he asked Dr. Hamilton and Dr. Bell whether any 
injury had been done to the bladder on applying the instrument in 
the antero-posterior diameter ? 

Dr. HamiILTon replied in the negative. The forceps he used, he 
said, was three-quarters of an inch longer than Simpson’s, and he 
stated that he rarely required to apply these at the brim—not more, 
he thought, than in two to four per cent. of his forceps cases. He 
generally found that the head entered the pelvis transversely ; and, 
when an ear could be felt at or near the symphysis, delivery could 
usually be effected easily—no rotation, in a large proportion of cases, 
being necessary. In extraction, he used traction first, and then, if 
necessary, traction and leverage combined—the forceps and head of 
the child being the lever, and the parts of the mother the fulcrum. 
In no case had he found this mode of delivery injure, even in a 
slight degree, either mother or child. He greatly praised Ziegler’s 
lock as being the most certain and secure of all. In regard to the 
injury inflicted on mother and child by delay and the double curved 
forceps, he mentioned, as to the former, a case he had been called 
to within the last few days, where the woman nearly lost her life, 
from obstruction of the bowels caused by stricture of the rectum 
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of some thirty years’ standing, after difficult labour. On examina- 
tion, the vagina and rectum were found completely laid into one, 
and the stricture could be felt posteriorly like a second os uteri. 
Dr. Hamilton repeated that, in his whole practice, he had never had 
a case in which the s&zz of the perineum was injured, and this, no 
doubt, arose from his constant attention to Professor Hamilton’s rule 
as to supporting the perineum at delivery. Regarding injuries to 
the child from the double curved forceps, Dr. Hamilton referred to 
very shocking cases which had been mentioned lately in the British 
Medical Journal, September 28, 1878, page 59, and in the OpsTET- 
RICAL JOURNAL for November, 1878. Regarding Dr. Macdonald’s 
remarks as to the female pelvis, Dr. Hamilton said that his mode of 
delivery showed it to be a curved tube always, but not necessarily a 
curved rifled one. In certain of his cases the head did not rotate 
till delivery. 

Dr. BELL, in reply, thanked the Society for the manner in which 
he had been received. He considered the lock and screws in 
Tarnier’s forceps objectionable, but hoped ere long they would be 
improved upon. The ordinary long curved forceps, he thought, 
could not be easily used in high cases without injuring either the 
soft parts in the neighbourhood of the pubis or the perineum. As 
to the screw, he considered it was not intended to use it as a com- 
pressor, but merely to fix the blades after application. He could 
not understand how Dr. Moir had so seldom met with perineal rup- 
ture in his practice. As to Dr. Charles Bell’s objection to ‘Tarnier’s 
instrument being inapplicable to the performance of rotation, he 
thought such a movement could most easily be effected with them, 
and without injury to the soft parts. In regard to Dr. Hamilton’s 
practice, he did not think that any obstetrician could improve on 
Nature’s method. 


Obstetric Summary. 


Pregnancy five Months after the Menopause; Extraction of a Living 
Child from the Uterus an Hour after the Death of the Mother. 


In the Czncinnatt Lancet and Clinic, Dr. Cleveland relates the 
following case :—A woman, forty-seven years old, was mother of six 
children, the youngest five years old. On May 27, 1878, she came to 
the author, complaining of an enlargement of the abdomen, not 
accompanied by pain, but had no suspicion of pregnancy. The 
menses had ceased six months ; she had no symptoms of pregnancy, 
and the tumour felt in the hypogastimus was not larger than the 
fist. The author, supposing it to be a fibroid, introduced the sound, 
which passed about 4? inches, causing no bleeding. ‘The 
diagnosis being thus confirmed, fifteen drops of ergotine were 
given three times a day for about eight weeks, without any effect. . 
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On August 30th, the patient reappeared, saying that the tumour had 
much increased ; a foetal heart was now detected. 

On November 27th the author was summoned to the same 
patient, who had just had an epileptiform convulsion. She was 
found sitting on her bed with a wild look, and her tongue bleeding. 
There was no commencement or labour. She had already had 
similar convulsions two weeks previously. The author left her for a 
time, and on his return two hours later found her dead. _ Finding 
that the foetal heart was still audible, he proposed Cesarian section, 
but the husband refused. The author went to fetch his instruments, 
and returned a quarter of an hour later ; after his return he still found 
difficulty in persuading the husband. The foetal heart could still be 
heard feebly. Owing to all this delay more than three quarters of 
an hour had elapsed since the time of death, and certainly an hour 
before the child was extracted. It was asphyxiated, but was 
restored to life. It was a girl, almost at full term; seven months 
after the operation she was alive and healthy. The mother’s death 
was attributed to ureemic convulsions. 

The author remarks that Schroeder has maintained that when ten 
minutes have elapsed since the death of the mother, it is exceptional 
for the child to be born alive. Nevertheless, there are authentic 
cases in which it was still living after the lapse of hours. In the 
present instance the author is certain that there was no question of 
apparent death. ‘There was certainly at least an hour between the 
moment of death and the extraction of the child, but the time 
might have been still longer. 


Opnecie Summary, 
The Relation of Retarded Menstruation to Pelvic Contraction. 


Dr. Morse, of Albany, New York, contributes to the American 
Fournal of Obstetrics an article upon the relation of imperfect 
development of the uterus, with delay in the appearance of men- 
struation, to want of development in the bony pelvis, a subject to 
which Dr. G. Roper has lately called attention. The author holds 
that, until the age of fourteen or fifteen, the pelvis of the female 
differs in shape but slightly, if at all, from that of the male; but 
that, as soon as a girl has her first menstrual flow, the pelvis begins to 
expand. If the appearance of menstruation is retarded to the 
age of 17, 18, or 20, he believes that the bones of the pelvis have 
become firmer, and the articulations are anchylosed without the 
proper development having taken place. Menstruation may be 
brought about by medicinal and hygienic treatment ; but, if the woman 
becomes pregnant, she is liable to abortion, or, less frequently, goes 
to full term, and has to undergo the risk of difficult labour on 
account of pelvic contraction. As a rule, he considers a woman 
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who does not menstruate until after the age of twenty does not have 
a natural labour. 

One case, illustrative of the author’s propositions, is recorded. 
It is that of a girl, residing in a city, slender, delicate, and chlorotic. 
Excepting a chronic laryngeal affection, she was always healthy, 
but did not menstruate at the usual age. Her mother forbade 
her marrying until she should have menstruated. Attaining: the 
age of nineteen without having had her catamenia, she was then 
placed under medical treatment. After the use of savine and 
iron, menstruation was established regularly at the age of twenty. 
Six months afterwards she married. Eight months later she aborted, 
in consequence of a fall from her carriage. Her health suffered, 
and she was not pregnant until two years later. The pregnancy 
went on to full term, and embryotomy was performed. ‘The mother 
recovered from the operation, and after seven years, having 
regained health, she was confined for the third time. Again the 
operation of embryotomy was found necessary. Cephalotripsy was 
performed by an accomplished accoucheur, but the mother died 
during the operation. It was shown that her catamenia had been 
regular for four years, and that throughout her pregnancy she was 
in exceptionally good health. There was no trace of rachitic mal- 
formation, either of the pelvic or any other bones of the body. 
The pelvis was well-formed, and resembled that of the male. The 
conjugate diameter was three and three-quarter inches at the brim, 
three and a quarter in the cavity ; the transverse diameter three and 
three-eighth inches at the brim, three and a quarter inches in the 
cavity ; the depth of the symphysis was one and a quarter inch. 

The author finally asks the questions whether the amenorrhcea can 
be relieved in time to prevent the arrest of pelvic development ; and 
whether, if this has not been done, it is desirable to attempt its cure 
afterwards, or to permit marriage. 


Prdvatric Summary, 


The Faundice of New-born Children, and the Proper Time for 
Tying the Funis. 


In an article on the pathology of the jaundice of new-born children, 
Dr. Porak supports the view that this disorder, in the great majority 
of cases, is of hemic origin, and not dependent on any hepatic 
obstruction, or any peculiar condition of the hepatic circulation. 
Under the definition of jaundice, the author includes all those cases 
in which a yellow coloration of the skin arises spontaneously, and 
does not limit himself, as some authors have done, in the considera- 
tion of the jaundice of the new-born to those cases in which there is 
a yellow tinge of the conjunctivee. When the surface of the body is 
much reddened, and a slightly jaundiced tint of skin is thus rendered 
difficult to recognise, he finds that the best means of diagnosis is to 
expel the blood for a moment by firm pressure with the finger upon 
a limited surface. 
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In his observations of a large number of children, the author 
divides cases of jaundice into three degrees. He finds that the 
affection of the conjunctive by itself fails to form a satisfactory dis- 
tinction, for although their coloration generally coincides with inten- 
sity of the general yellow tint of the body, it is quite independent of 
its extent. The rst degree of jaundice he calls that in which the 
chest, the back, and the face are alone affected. The tinge generally 
commences in the face, but sometimes upon the chest, where it is 
generally deeper than elsewhere. The conjunctive always remain 
unaffected, and the yellow tinge is always very slight. It generally 
commences towards the end of the first day, and has completely 
disappeared by the third or fourth day. 

In the second degree the jaundice is more extended ; the abdomen, 
and sometimes the upper segment of the limbs are yellow. The 
hands and feet, and generally the legs and forearms, remain free. 
The conjunctive are generally yellow, but the author has observed 
several cases of very extensive jaundice in which they remained white. 
Jaundice of the second degree generally lasts from three to six days, 
and has completely disappeared by the sixth or seventh day. In the 
third degree the jaundice is general, and the author distinguishes it 
from the second degree by the coloration of the hands and feet. 
The author has never found the urine to contain pigment except in a 
few instances in which the tinge of the skin was not only much 
deeper than usual, but acquired a greenish tint. In these the 
jaundice was of much greater duration, and commencing towards the 
end of the first day, had often not disappeared by the ninth or tenth 
day. The author considers them to have a different pathology, and 
to depend on hepatic obstruction, not, like the others, on a hemic 
cause. 

Out of 245 children, the author found only 50, or 20°16 per cent., 
who had no jaundice; 34, or 13°71 per cent., had jaundice of the 
mest degree ; 91, OF 36°69 per cent.; had the second degree; and 73, 
or 29°50 per cent., had the third degree. No special digestive 
trouble was found to be associated with the jaundice, and absence of 
bile in the feeces was mever observed. As to the condition of the 
urine, the author finds, that while the foetal urine is pale and clear, 
that passed for the first few days after birth is rather deeply coloured, 
and often deposits a sediment. After the third day, the urine 
generally becomes clear andmoreabundant. In the case of jaundice, 
the author did not observe any deviation from these changes, except 
in the three instances only out of 248. In these it contained bile- 
pigments, and he regards them as having a different pathology. 
The author accepts the distinction made by M. Gubler as to the 
condition of the urine in obstructive jaundice, and that due to a 
changed blood-pigment, which he calls hemaphéin—namely, that in 
the former case the urine is greenish-yellow, stains linen, and gives a 
play of colours (green, blue, violet, red) with nitric acid, while in the 
latter case it is pale yellow with a brownish tinge, and with nitric acid 
gives only a brownish-red tint. In most cases of jaundice of new- 
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born children, even of the third degree, he finds that the careful 
addition of nitric acid in a test-tube brings out only an extremely 
thin reddish diaphragm, but in a few instances a much broader dark 
band was produced above this, showing some pigment not usually 
present in the urine, which he thinks may be hemaphéin. Of the 
three jaundiced children whose urine contained bile-pigment, one 
died in the hospital, and the other two were lost sight of when they 
appeared to be in a hopeless state. In all three of these cases the 
motions were strongly tinged with green, showing that there was no 
obliteration of the biliary ducts. 

As to the pathogeny of the disorder, the author first discusses the 
theory that it depends upon local or general cutaneous congestion, 
escape of blood from the vessels, and changes in its colour like those 
which occur in an ecchymosis. One or other form of this doctrine 
has been accepted by Breschet, Billard, Valleix, Andral, Weber, 
West, Zweissl, and others. ‘To this the author objects that, if it were 
true, the changes of tint ought to be observed which occur in an 
ecchymosis, but are absent in the jaundice of the new-born; and 
further, that it fails to explain the cases in which the conjunctivee are 
affected, and those in which the jaundice is limited to the trunk and 
face. Against the view that the jaundice is obstructive, due to 
retention of meconium or catarrh of biliary ducts, according to the 
later opinion of Virchow, he contends that the character of the urine, 
so rarely containing any bile-pigment, shows. that obstructive jaundice 
is exceptional in the new-born. Against the view of Frerichs that 
the cause is a relative excess of pressure in the bile-ducts, due to 
sudden diminution of pressure in the portal vein, and consequent 
reabsorption of bile, he argues that numerous cases of pathological 
obliteration of the portal vein have occurred, and that jaundice has 
not been the consequence, while the same argument from the state 
of the urine applies to this as to the last theory. 

In favour of the view that the jaundice is of heemic origin, the 
author cites the anatomical evidence of Virchow (who at first main- 
tained the hzemic theory, though he has since abandoned it), with 
reference to the urinary infarctus of new-born children. That author 
found these small masses in the kidneys to contain a dark pigment, 
which gave with nitric acid a reaction different from that of bile pig- 
ment, while the same pigment frequently infiltrated the epithelial cells 
of the kidneys, and their nuclei. Neumann also, in seven cases of 
jaundiced children who died within the first week, found similar 
infarctus in the kidney, and also found in various organs both within 
and without the vessels, small acicular dark-red crystals (heematoidin 
or bilifulvin). In children not jaundiced, who died within the same 
period, these crystals were not found. Krebs and Orth have also 
found similar crystals in cases of jaundice of new-born children. 
Similar crystals are found in macerated foetuses, whose blood has 
undergone cadaveric change, and stained their tissues, forming the 
foetus sanguinolentus of the Germans. The chemical distinction - 
between hematoidin and bilifulvin being still undetermined, the 
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author considers that these crystals must be ascribed to blood-pig- 
ment. From observations by Lépine and Hayem, he infers that great 
changes take place in the first few days of life both in the number 
and size of blood corpuscles, from which must be inferred a rapid 
evolution and coincident destruction of them, the pigment resulting 
from the latter of which processes has to be partly excreted by the 
kidneys. To anomalies in this process, probably due in part to a 
deficiency of hepatic activity, the author attributes the production of 
the hypothetic hzemaphéin, a derivative of the imperfect elaboration 
of hemoglobin, and the presence of this in the liquor sanguinis he 
considers to be the cause of the hzemic form of jaundice in new-born 
children. With this view agrees the fact that children are more liable 
to jaundice who are enfeebled, or whose nutrition is deficient, as 
children in foundling hospitals, twins, or those born prematurely. 

The author has also made a number of observations on the pro- 
gress in weight in infants, to determine the advantage or otherwise 
of adopting the plan proposed by Budin of not tying the funis until 
some minutes after birth, when it has ceased to pulsate, in order that 
the infant may have the benefit of the additional amount of blood 
which, by this means is withdrawn from the placenta (see OBSTETRICAL 
JourNAL, Vol. IV., p. 194). He finds that when the funis has been 
tied late, the children do not appear to thrive better than when the 
old plan has been followed, and that in the former case there is a 
greater loss of weight during the first day or two. He further finds 
that when the funis has been tied late, the children are notably 
more subject to jaundice, and he considers that this effect of an 
additional quantity of blood in the circulation is a further evidence 
in favour of the heemic origin of the disorder.—Annales de Gynéco- 
logie, September and October, 1878. 


WE W S. 


A discussion on “ The Use of the Forceps” will be introduced at the 
meeting of the Obstetrical Society of London, on the 7th May, by 
Dr. Barnes, who has drawn up the following précis of argument :— 

The theme set by the Council is “‘On the Use of the Forceps, and 
its Alternatives, in Lingering Labour.” 

The terms exclude from discussion the use of the Forceps to 
Expedite Labour on account. of Convulsions, Hemorrhage, Prolapse 
of the Cord, or other accidental complications. 

The Forceps comes into competition with its Alternatives, Expect- 
ancy, Ergot, Lever, or Compression of the Uterus, under two leading 
orders of cases :— 

t. When the head is delayed in the pelvic cavity. 
2. When the head is delayed at or above the brim. 

The chief contest turns upon the use of the forceps in the second 

_ order of cases. 
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This involves discussion of questions— 

1. Does lingering labour occur so as to entail danger to 
mother and child during the first stage of labour ? 

2. Is the application of the forceps ever necessary or useful 
before the full dilatation of the cervix uteri? 

It will be contended that those who rarely use the forceps, more 
frequently resort to Ergot or Craniotomy, especially where the head 
is arrested above the reach of the short forceps. 

General Propositions. 

1. In lingering labour, when the head is arrested in the pelvic 
cavity, the forceps will almost always be better than its alternatives. 

2. In lingering labour, when the head is engaged in the pelvic 
brim, and where it is known that the pelvis is well formed and the 
head normal, the forceps will be generally better than its alternatives 

3. In lingering labour, when the head is resting on the pelvic brim, 
the liquor amnii discharged, and it is known that there is no dispro- 
portion, or only a minor degree of disproportion, even although the 
cervix uteri is not fully dilated, the forceps will generally be better 
than its alternatives. 

4. In proportion as the head is high in the pelvis, in the brim, or 
above the brim, the necessity, the utility, and the safety of the for- 
ceps become less frequent. 

5. As a corollary under the conditions of the preceding proposi- 
tion, increasing caution is called for in determining on the use of the 
forceps, and greater skill in carrying out the operation. . 


BOOKS, PAPERS, AND PAMPHLETS RECEIVED: 


“On Contracted Pelvis.” By Arthur J. Macan, M.B. Dublin: 18709. 

“ Malpositions of the Ureters.” By W. H. Baker, M.D. New 
York: 1878. 

* Klinische Untersuchungen tiber den Vorfall der Scheide und der 
Gebarmutter.” Von J. Veit. 

“The Causes of Sudden Death of Puerperal Women.” By 
Edward W. Jenks, M.D. Philadelphia: 1878. 

“The Treatment of Dropsy of the Gall-Bladder by Operation.” 
By George Brown, M.R.C.S. London: Baillitre & Co. 

“Ringworm in Public Institutions and Rosacea.” By John V. 
Shoemaker, A.M., M.D. Philadelphia: 1878. 

Communications received from Dr. Matthews Duncan, Dr. 
Swayne, Dr. Braxton Hicks, Dr. Stadfeldt, Dr. More, Dr. de 
Gorrequer Griffith, Dr. James Young, Dr. Warner, and Dr. Godson. 





All communications, books for review, letters, &c., for the Lditor, may 
be addressed to the care of the Publishers, 11, New Burlington Street, 
London, W. 

Notice.—All the Back Numbers of this Journal may be had of the 
Publishers direct, or through any Bookseller. 





THE 


OBSTETRICAL JOURNAL 


OF 


GREAT BRITAIN AND IRELAND. 


ees 2X OOOO Oe ecesn ese 


No. LXXV.—JUNE, 1879. 





Original Communications, 





SN tHE. CHANGES..IN tHE CERVIX “UTERI 
DURING LABOUR IN THEIR BEARINGS ON 
PRACTICE: 


By WM. STEPHENSON, M.D., F.R.C.S.E. 
Regius Professor of Midwifery, University of Aberdeen. 


OuR knowledge of the changes which occur in the cervix 
uteri during labour, although far from complete, has yet 
increased so much of late that it is necessary we should 
modify many of our ideas, correct our precepts of practice, 
seek fresh points of diagnosis, and discuss questions involv- 
ing the first stage of labour on a different basis than 
formerly. It has been fully demonstrated that changes 
occur of which we had little idea, and to a degree which 
many can -hardly credit. I have shown Braune’s frozen 
sections to men of large experience, and many of them 
would hardly believe that the cervical tissue could be 
Erongated to so great a length. I can well rememte- the 
feeling of unbelief with which I first viewed Bandl’s 
diagrams, until in a case of contracted brim I introduced 
my hand into the uterus, and was startled by the thinness 
of tissue between my hand inside and the other externally ; 
whilst higher up I could feel the firm and thick walls of the 
|body of the uterus, grasping the neck of the child: the 
No. LXXV.—VOL. VII. K 
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head was wholly covered by cervical tissue. »In the new 
light thrown on the process of parturition and on the 
dangers and complications which may happen, we must 
anew return to careful observation in the search for the 
reliable and early means of diagnosis, whilst meanwhile we 
may endeavour to discuss our problems in the light we 
possess. Many opinions must be modified. Hitherto the 
size of the os uteri has been taken as indicating the progress 
of the first stage of labour. We now know it is by itself 
no criterion of the amount of the other changes which are 
taking place. The os may be small, or only half dilated, 
and yet the cervix be thinned out to an injurious if not 
dangerous degree. Must we not qualify to a greater extent 
than has yet been done the opinion, that so long as the 
labour is in the first stage and the membranes unruptured, 
there is no danger to the mother or child in delay, “it may 
be even for days, except on rare occasions 2” 

Given a case where the membranes are entire, the pains 
regular, but the progress is not proportionate to the uterine 
contractions ; the experienced may recognise that what is 
wanted to facilitate labour is artificial rupture of the mem- 
branes. Are we still to enunciate the maxim to the tyro, 
“ Never rupture the membranes till the os is fully dilated ?” 
There are conditions other than the size of the os which 
guide the experienced in forming his opinion. Cannot 
these be described and the student so instructed that the 
tactus may be aequired by him earlier than at present? 

Digital dilatation of the os is at one time futile, it may 
be injurious, at another highly beneficial. Some condemn 
it wholly, others commend it indiscriminately. Its place 
and power will become known when we more fully realise 
the changes which take place in the cervix during labour. 

Again, when the membranes have been ruptured for some 
time and the head does not descend, how long are we to 
wait before aiding by the forceps? Must the os be fully 
dilated ? Are there not circumstances which warrant us in 


concluding that instrumental aid is necessary even although — 
the os is no wider than one or two inches? Is the size 
of the os to be still the criterion of all the changes which © 
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occur? Dr. Johnston, of Dublin, has done himself an 
injustice in putting forward the size of the os too promi- 
nently, it has been used unfairly in argument against him, 
and raised alarm at his teaching. His teaching is in 
one sense bad but his practice good. Let him state his 
case differently, and his opponents will be at one with him. 
His position is that we may recognise danger to the uterus 
even when the os is small, and delay only further increases 
the danger ; as in the case which induced him to depart 
from the dogma of the schools, where from the delay a ring 
of the cervix was separated from the uterus. 

The end to be attained by the uterine contractions, in the 
first stage, is the full development of the parturient canal. 
Before this there exists in the canal the constriction, composed 
of the lower uterine segment (the muscular tissue of the 
walls), and the tissues forming the cervix. In the process of 
dilatation both of these portions undergo transverse 
expansion ; but with this there occurs, in the uterine segment, 
longitudinal shrinking and thickening of the wall, in 
the cervix longitudinal stretching and thinning. Whilst, 
normally, in easy labour, this shrinking on the one hand, and 
seretenine on the other, is limited in extent, yet’ it’ has 
been well demonstrated that when the progress of parturition 
is retarded from various causes, the thick ring of uterine wall 
can be felt during a pain above the pubis, it may be several 
inches above, and the cervical tissue thinned out in propor- 
tion. These changes have already been pointed out by 
several writers, and their influence in the production of 
rupture. But there is yet another condition to be noted 
which, in conjunction with the others, has not received the 
attention it merits, and its recognition is necessary to under- 
stand properly the problems stated above. It is the develop- 
ment of what I would distinguish as the vaginal diaphragm, 
and its value in a diagnostic point of view. 

During the preparatory stage, before labour proper sets in, 
the cervical canal is obliterated. The process by which this 
takes place I shall not discuss, it is not yet accurately deter- 
mined. But in the early stage of labour, the finger 
recognises a mere ring of tissue forming the os, of more or 
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less thickness and softness. So far for the changes from 
above, but there are also others taking place from below in 
the vagina. It is this change which has not been sufficiently 
studied in connection with the others. The upper portion 
of this canal has also begun to dilate, it has been expanding 
even before actual labour pains have set in, and the 
vaginal portion of the cervix undergoes transverse stretching, 
it is increased in diameter whilst yet the os may be 
undilated. When from any cause the os does not dilate, 
this transverse increase in the vaginal portion of the cervix 
by stretching attains a well-marked extent, until it presents 
the character of a thin diaphragm obstructing the otherwise 
developed canal. If the head descends upon this diaphragm 
whilst the os is small, the tissue may be further stretched, 
and in many cases is brought low down and thinned out 
like “parchment.” In ordinary cases the diaphragm is but 
imperfectly formed, but simultaneously with the processes 
taking place above we have the vaginal culs-de-sac drawn 
upwards till they are out of the range of finger except at the 
anterior portion. If the os be rigid, the vaginal walls (the 
muscular tissue of which is continuous with the uterine) are 
also drawn up, as the uterine muscular tissue shortens, and 
the diaphragm is more perfectly developed. I would here 
express my opinions tentatively. The degree of development 
of the vaginal diaphragm, and the extent in which the 
vagina is drawn up, I regard as of higher diagnostic value 
than the size of the os. What is the relation of the changes 
appreciable to the finger to those occurring higher up, 
remains yet to be decided. Another important question 
which has to be answered is, what is the exact site of the 
tissue which goes to form the diaphragm ? Is it always the 
same? Ordinarily, it in all probability is the vaginal por- 
tion of the cervix, the external os being the last to dilate, 
and it is in this portion that the ordinary laceration of the 
cervix occurs. But Dr. Trenholme, of Montreal;* has 
pointed out that sometimes the internal os is undilated, 
whilst the external has been opened up to the extent of two 


* See this Journal for November, 1878, 
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inches. My experience has since confirmed his observa- 
tion. 

The practical bearing of these considerations is, that we 
can no longer regard the size of the os uteri by itself as the 
criterion of the changes which have taken place in the first 
stage of labour. What we are to judge of is the degree of 
expansion of the lower uterine segment and cervical canal, 
This may be complete whilst yet the os is small. What we 
are to judge by is how far the vaginal culs-de-sac are drawn 
up, and the degree of development of the vaginal diaphragm. 
When this is well formed, and not till then, will digital 
dilatation be of service, it should never be attempted whilst 
both inner and outer os can be recognised. When the 
diaphragm is well formed the presence of the fore-waters or 
integrity of the membranes will but impede labour. The 
question of the time when to use the forceps will depend 
no longer on the size of the os, but independent of this 
upon how far the progress of labour is impeded by the 
contraction of the brim, malposition of the head, or the de- 
gree of contraction of the muscular walls and thinning out of 
the cervical tissue. The fear of laceration of that portion of 
the cervical tissue which forms the diaphragm need be little 
dreaded ; we see it lacerated in ordinary labour, and the 
Germans have often incised it. Means for dilating the os 
should also first be used, as distinctly laid down by Dr. John- 
ston, and he has done good service in drawing greater 
attention to the fact that injury may be done while waiting 
passively by for full dilatation of the os, the danger and evil 
results of which may be averted by the early resort to 
instrumental aid. In the discussions which are taking place 
in our obstetric societies, the opinions formed must be 
modified somewhat by the considerations I have thus briefly 
foreshadowed. 


134 On the Unity of Poison in 


ON THE UNITY OF POISON IN SCARLATINA 
AND PUERPERAL FEVER, TYPHOID, 
DIPHTHERIA, AND ERYSIPELAS, 

Pic. BAG 


By Dr. G. DE GORREQUER GRIFFITH, 


Senior Physician to the Hospital for Women and Children ; Consulting Physician — 


Accoucheur to St. Saviour’s Maternity. 


I CONSIDER the originating poison of these diseases to be 
one and the same—in children most frequently causing 
symptoms we are in the habit of terming scarlet fever; in 
adults typhoid, and in the lying-in woman puerperal fever. 
That diphtheria may be originated from the same cause is, I 
think, clearly demonstrated by the fact that it will be found 
prevailing concurrently with the other affections, and in the 
same locality ; nay, more, evenin the same household, age 
being apparently one of the strongest determining or 
predisposing causes, as is shown by Dr. Morell Mackenzie's 
Tables, wherein, out of 1000 cases 540 occurred before the 
age of five, and 800 before the age of ten. The same as 
regards origin holds good of erysipelas; also as to con- 
currency and attacking persons in the same neighbourhood 
and house. 

This doctrine, identity of poison, differentiation of result- 
ing phenomena—symptoms—is borne out by therapeutical 
and clinical facts—those facts which set at nought all our 
calculations and attempts to reduce medicine to an exact 
science, or to that certainty which would enable us to say 
positively that the medicines we employ will have no 
irregular physiological action, but a sure and undeviating 
effect—the very same we have known them to have had 
before, and which we wish them again to produce in 
different people, or the same persons at different times and 
under different circumstances. 

Take, for instance, iodide of potassium. How differently 
it acts on different patients and at different times of life ; 


and how comparatively innocuous as regards some, especially . 


at the period of childhood ? 
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Take, again, ipecacuanha. How the very whiff of the 
powder produces, in some, violent sneezing ; in others, as 
violent vomiting and retching; and in others, again, a 
different train of symptoms. Or, if we name opium. In 
the majority of persons this drug will produce ease from 
discomfort, and from pain in certain doses; while in the 
same quantities it will induce in others excitement, insomnia, 
eriping in the bowels, and diarrhoea, as a result of the 
intestinal irritation. Can anything act more variously than 
mercury ? 

I might add an immense number of examples to this 
catalogue; but these few are sufficient to explain what I 
mean by therapeutic facts. In the examples I have enumerated 
—and in many others which could be brought forward—the 
same drugs in exactly the same doses will be found to act 
differently in different systems; also differently in the same 
individuals at different times. 

These facts are so well known to all medical men that 
they only need being called to mind to carry conviction and 
to be corroborated. 

Here is what Dr. Farquharson says in his “ Lecture on 
the various forms of Skin Irritation due to the Adminis- 
tration of Drugs :’—“ That peculiarity of constitution which 
for want of a better name we call idiosyncrasy, forms 
undoubtedly one of the bugbears of therapeutics. In 
no given case can we confidently predict that calomel or 
quinine, or iodide of potassium will not produce effects very 
inconvenient to our patients, and not improbably damaging 
to our own professional credit ; we, who were in no degree 
prepared for their occurrence in a particular case, may be 
unjustly accused for our want of foresight ; and indeed we 
can hardly blame uninstructed persons for their alarm on the 
sudden appearance of some quite unexpected symptoms.” 

In reference to clinical facts. We know how variously 
poisons affect persons, whether as regards idiosyncrasy, or 
as to difference in the time of life, at which the patient may 
be exposed to the virus. Hence the different appellations 
given to what I consider only symptoms either of the 
amount of the dose of the virus absorbed, the influence of 
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circumstances surrounding the patient, or some inherent 
peculiarity of the sufferer, which determines the poison to 
one or other, or more parts of the body. | 

By way of illustration we will select scarlatina, of which 
we have commonly described scarlatina simple, scarlatina 
anginosa, scarlatina maligna. Or take typhoid ; and in how 
many different ways will different patients be affected ; the 
head symptoms in some; the bowel in others being the 
inore prominent ; while in others again affections of other 
and various vital organs and parts of the body will jeopar- 
dise and threaten life. Or if we choose puerperal fever, how 
the appellations differ, according to the development of symptoms, 
one or more being predominant. 

Here is what Dr. Churchill in his work on the “ Diseases 
of Women,” states :—“ [ts phenomena vary very much, and it 
has consequently been differently described, and under 
various names. Another source of apparent contrariety has 
been the prevalence of the disease epidemically, and che 
varying characteristics of these epidemics. Unfortunately, the 
uniformity of the disease was assumed until comparatively 
recent times.” j 

On reference to the same author’s Table of the character- 
istics of this féver, it will be seen that in the epidemics of 
1858 in Munich and Turin they are marked as “ 7yphoid 
fever,’ and in the epidemic of 1861, in Dublin, the same 
brand, “ Typhoid fever” is exhibited. ‘“ Perhaps,” says Dr. 
Churchill, “the most general fact connected with puerperal 
fever is the presence of local diseases.” 

This I have before stated is explicable by the law of 
determination, those parts employed in parturition being 
at the time of the patient’s invasion by the virus most actively 
engaged, the entire attention—so to speak—of the system 
being concentrated on them, and so directing to them the 
force of the materies morbi, which is therefore in them being 
developed more rapidly, the changes in those parts being 
more rapid and more marked during the puerperal period 
than in any other part of the body. 

But allow me again to quote from the same author— | 
my late master :— 
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“‘It seems very probable, also, that in many cases where the local 
disease seemed but slight, there would now be recognised very 
important changes; for we know that a patient may die of zzflam- 
mation of the uterine veins or lymphatics, with very obscure symptoms, 
and without either enlargement or obvious tenderness of the uterus, 
and that ¢hese morbid lesions may be easily overlooked if the examina- 
tion be hasty or superficial. It is only fair, however, to state, that 
Dr. Copland, in an excellent article on puerperal fever, differs from 
this view. He states that his experience has ‘convinced him that 
a most rapidly fatal and most malignant form of puerperal fever is 
occasionally developed in lying-in hospitals, which is certainly not 
characterised by uterine phlebitis, nor by purulent collections in the 
uterus, or its appendages, or even in some cases by peritonitis, the 
chief lesion often being merely a remarkable alteration of the blood, 
generally lacerability of the tissues, or loss of their vital cohesion 
soon after death, with a dirty, muddy, offensive, and sometimes a 
scanty effusion into the serous cavities.’ He adds, however, ‘that 
such Cases are rare.’” 


I would here again quote from Dr. Churchill’s work, at 
page 759 of which he says :— 


““T must repeat my conviction that there are not many cases of 
puerperal fever without some local disease of the organs employed 
in parturition, or of the neighbouring tissues. But are we thence 
necessarily to conclude that puerperal fever is always simply a local 
affection, the local disease being primary, and the fever secondary ? 
Must we adopt Dr. Robert Lee’s opinion, that his ‘observations are 
subversive of the general opinion now prevalent, that there is a 
specific, essential, or idiopathic fever, which attacks puerperal women, 
and which may arise independently of any local affection in the uterine 
organs, and even prove fatal, without any change in the organisation 
of their different textures? As ¢he constitutional symptoms thus appear 
to derive their origin from a local cause, it would certainly be more 
philosophical and more consistent with the principles of nosological 
arrangement to banish entirely from medical nomenclature the 
terms puerperal or childbed fever, and substitute that of uterine 
inflammation, or inflammation of the uterus and its appendages in 
puerperal women.’ 

‘‘In the former editions of this work I adopted Dr. Lee’s views, 
and employed his arrangement; but whilst I confess my obligations 
to his able researches, and agree with him as to the presence of local 
lesions generally, Y am bound to state honestly and frankly, that more 
extended experience has led me to doubt the accuracy of these 
views, and to believe that malignant puerperal fever is something more 
than a local affection, and that the constitutional disease ts often rather 
primary than secondary. At the same time I have no doubt that 
Dr. Lee's views are applicable to many cases. 

“¢ What, then, is the essential nature of the epidemic puerperal fever P 
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This is a question not easy of solution, and one which has led to the 
expression of very different opinions.” 

And further on he enumerates the following as the affec- 
tions which puerperal fever has been considered to be :— 
“Inflammation of the uterus, inflammation of the omentum 
and intestines, peritonitis, peritonitis connected with ery- 
sipelas, or of an erysipelatous character, fever of a peculiar 
nature, disorder of a putrid character, disease of a compli- 
cated nature, fever with biliary disorder.” 

“JT am inclined to think,” says the same author, “that the 
difference between epidemic puerperal fever and simple inflam- 
mation consists in @ morbid detertoration of the blood in the 
former case, which is rarely present in the latter, or not ¢z// 
an advanced stage. Puerperal fever prevails during these 
months when we find other diseases prevail most, whose 
characteristic is depravation of the blood. The two epidemics 
which most commonly prevail at the same time are evy- 
stpelas and typhus,* and some have expressed their opinion 
of these diseases being so far identical that infection from 
either erysipelas or typhus may give rise to puerperal fever.” 
Mr. Nunneley considered the two diseases—erysipelas and 
puerperal fever—to be identical, prevailing during the same 
atmospheric conditions, exhibiting the same general symptoms, 
and each capable of reproducing the other. 

I find this important corroboration (of the views I have 
advanced) occurring at page 764 of Dr. Churchill’s work :— 
“It is remarkable that in the last epidemic in the Rotunda 
Hospital, Dublin, described by Dr. Denham, concurrently 
with puerperal fever of the typhoid type, lying-in women were 
attacked by scarlatina, as though both were referable to a 
similar blood origin. 

The late Sir James Simpson pointed out the analogy 
between certain forms of puerperal fever and the secondary 
fever which occurs after great surgical operations, and which, 
there can be little doubt, is owing to the absorption of purulent 
matter, or to a materies morbi arising from that matter. 

* Typhus and typhoid in Dublin were, I believe, considered to have the same 
originating materies morbi ; to be in fact but varying developments of the same 


poison, so that under the generic name of typhus was embraced typhoid. Whether 
this opinion is still held, now that Dr. Stokes is dead, I am not ina position to say. 


a 
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Further, Dr. Churchill says at page 765 :— 


‘Thus, then, we find that the same seasons give rise to erysipelas, 
typhus (under which, in Dublin, typhoid was always included), 
scarlatina, and puerperal fever, that they prevail epizdemically at the 
same time; and as an epidemic take on the same type, and appear CAPA- 
BLE, THE ONE OF GIVING RISE TO THE OTHER, OR OF CO-EXISTING 
IN THE SAME PATIENT. Further, that the symptoms of certain 
forms, at least of puerperal fever, are similar to those which 
occur after great surgical operations, and that the secondary lesions 
are similar. 

‘Now, in erysipelas, typhus fever, and the secondary fever after 
operations, there can be little doubt of the depraved condition of 
the blood, and it is highly probable that their low typhoid character 
is Owing to this blood-poisoning. I think, therefore, that the con- 
clusion, that the peculiar character and malignancy of certain epide- 
mics of puerperal fever also depends upon a morbid condition of the 
blood, HOWEVER PRODUCED, in addition to the local disease, is 
inevitable.” 


Here is really an enunciation of the views I advocate. A 
standing on the threshold, a knocking at the door of Truth, 
yet not altogether passing within the portals, not opening 
the door and entering in and taking full possession: a seeing 
through the glass—darkly—what now we can, I think, see face 
to face, and to which clearness of sight and apprehension 
Dr. Churchill’s observations greatly assist us. 

Mr. More in his work “On Puerperal Fever” writes :-— 
“Another similarity between the blood in this affection and 
in Other diseases of a zyfhotd and malignant character, is the 
peculiarly offensive odour occasionally arising from it; 
moreover,’ he adds, “in puerperal fever, typhus, and other 
epidemic and contagious diseases, there is beside inflamma- 
tory action, another element—-uxzknown—but which has an 
essential influence on the intercurrent phlegmasiz.’ This 
unknown element is the unity of the poison diversified in its 
manifestations, in the way and for the reasons I endeavour 
to explain in the series of Papers which I shall publish on 
this subject. 

“Whatever that which we call epidemic influence may be, 
there can be no doubt that to it the majority of cases are 
attributable, especially the worst and most fatal.’—Churchill, 
p. 768. 

I would draw particular attention to the form of puerperal 
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fever which Dr. Churchill calls the typhoid, and which he so 
fully describes. In all his pages, however, I see no allusion 
even to the subject which I broach in these articles—no hint 
even as to the toxemia inducing such symptoms of scarlet, of 
typhoid, of puerperal fever, as to make it difficult to say 
which is which, nor do I see any such reference made by any 
of the numerous authorities which he cites. I am the more 
glad, therefore, that since my Paper, read at the Obstetrical 
Society, some years ago, more recent observers have fully 
corroborated my antecedent observations and investigations. 

I would draw attention to the following words of Dr. 
Churchill at page 818 :—“I have quoted thus largely from 
different authors to show in the first place that we are xot 
to expect any absolute regularity of symptoms, which will 
vary, not merely according to individual peculiarities, but 
also according to the peculiar character of the epidemic, 
which may differ each year, and which certainly does differ 
in different cities; and secondly, as illustrating the broad 
fact that the disease has a constitutional rather than a local 
origin. . . 

“The most invariable symptoms are of the typhoid 
character.” 

The long catalogue of names applied to different forms 
of puerperal fever, which is to be found at pages 779-80-81 
of Dr. Churchill's book, will explain my meaning, when I 
say the same poison determines variously and differently in 
different persons, or in the same at different times, and under 
different circumstances, 

Several times—I have computed five—I have _ been 
attacked with scarlet fever, and each time with quite different 
manifestations of the disease ; the last attack which hap- 
pened while I was a student at the Meath Hospital, Dublin, 
being the very worst, followed with the gravest sequele, 
which completely laid me by for two years. For many years 
I was unable to approach a scarlet-fever-stricken patient 
without being made ill; and later in life a sense of malaise 
whenever I came in contact with such patients warned me of 
my susceptibility ; till now at this period I do not feel any » 
effects from attending such cases, 
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Thus, personally, I can bear witness to the various effects 
of the same poison, and the fact that at different periods of 
life the same poison affects the same person differently. 

In my own instance the severest attack which I had was 
contracted from a patient whose case I was taking down for 
Dr. Stokes at the Meath Hospital, and who was a sufferer 
from “avery mild form of scarlet fever,” there having been 
no rash, simply sore throat, feverishness, and some few light 
symptoms pointing to scarlet fever, which would hardly have 
been so diagnosed, but that that affection was prevailing in 
the house whence the man had come. True, I wasrun down 
—it being late in the winter session—with dissections and 
hard study. 

In epidemics a number of cases present such symptoms 
as would make it difficult to accurately diagnose and classify 
them : even pathological investigations may fail to help us, 
as is seen in the two cases which I have recorded in a 
former Paper, wherein the scarlatina and typhoid symptoms 
were distinctly but separately marked during life; yet, post- 
mortem examination caused even an eminent pathologist to 
exactly reverse the diagnosis of the clinical physician. 

Do not climate and seasons also determine the develop- 
ment of symptoms, the fous mali being the same? Bearing 
on this, I would quote the words of Mr. A. Haviland, in a 
recent lecture on “The Distribution of Disease,’ who says, 
in order that causes of disease may be thoroughly under- 
stood, “a sound knowledge of the physical and geological 
characters of the countries in which it-existed, the social 
characteristics of the people, their employment, and every 
other factor, that might help to account for the phenomenon of 
the disease investigated, must be taken into account.” 

Every medical man knows that the longer be the exposure 
to the virus, or the larger from any cause the amount of the 
poison taken. into the system, the less is the power of 
elimination and of resistance to the deadly effects, and the 
more severe the demonstration of symptoms. 

By this I mean that the first cases may be very mild, the 
_ subsequent becoming more and more severe, from the causes 
I have just named, till, it may be, the poison will show itself 
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in what is termed the malignant form, or break out into an 
epidemic with terrible mortality. I will here give, 2 extenso, 
a letter bearing on the subject of this Paper, which I have 
recently had from Dr. John Harley, of St. Thomas's 
Hospital :— 

‘39, Brook St., Grosvenor Square, Feb. 1879. 


“DEAR Dr. GrirFiTH,—I am very glad to find you advocating 
identity of scarlatina and enteric causation. The recognition of so 
fundamental a truth in etiology will, I feel sure, be a means of 
removing that thick mantle of darkness which envelopes these fevers, 
and which is formulated in the terms ‘specific poison,’ ‘incubation 
period, and the like. Since I last published anything on the 
subject, I have been accumulating evidence exactly of the same 
nature as that contained in your Paper. Thank you for the sight of 
it, and 

Believe me, very truly yours, 


‘JOHN HARLEY. 
‘Dr. G. de Gorrequer Griffith.” 


It seems to me that much groping in the dark, much 
confusion in symptomology and nomenclature, much uncer- 
tainty of ideas, much ignorance and consequent perplexity 
as to the best way for arresting these affections, scarlet 
fever, diphtheria, typhoid and puerperal, may be avoided 
by recognising the unity of the originating poison, the power 
of determination of that poison in individuals (to which I 
have referred before), so as to cause it to display different 
symptoms or phenomena leading medical men to consider 
the above “diseases” to be distinct and different ; the power- 
ful influence of the cycle of age, and the amount of the poison 
taken into the system ; by recognising, I repeat, all these 
factors in determining the development of the symptoms 
which declare themselves, and have induced medical men to 
consider these diseases to be the result of separate and dis- 
tinct specific morbific matter, when they really are the results 
of one and the same virus, we shall greatly simplify our 
study of these affections. 

We have read the views of Dr. Churchill, from whom I 
have largely quoted, and also those of authorities whom he 
has cited, on the communicability of the above affections, 


and the fact that at least sometimes there were instances 
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warranting the idea that the one would originate the other 
—a kind of intercommunicability of the ailments. I have 
asked myself—Can the puerperal woman, suffering from 
autogenetic toxzmia, which demonstrates itself by the 
presence of those symptoms of scarlatina, which in my 
Paper. .tead -before the .Obstetrical . Society. | termed 
“bastard or simulative scarlet fever,’ but which I now 
believe to be as true scarlet fever as any form of that 
ailment contracted from a scarlet fever patient, or something 
belonging to such patient, or some person who has been in 
communication with him (the way scarlet fever is usually 
supposed to be propagated)—I have asked myself, I repeat, 
Can a puerperal woman with those symptoms, resulting from 
putrefying matter in utero or vagina, give scarlet fever toanother 
person either a lying-in or anon-puerperal? That the lying-in 
may be attacked in the very same way is undoubtedly the 
case ; that the new-born babe may get erysipelas from such 
eereause. is, -bethink,. equally clear; and. 1. believe “that 
persons, whether male or female, coming in contact with 
such a woman, may from her contract scarlet fever, typhoid, 
diphtheria, erysipelas, just as the lying-in woman may 
contract what is termed puerperal fever when brought into 
communication with a person suffering from any of the above 
affections, she having been before quite healthy ; and this 
intercommunicability I hold to be not confined to sex, males 
as well as females being liable—of course excepting, in the 
case of males, puerperal fever. 

How often an outbreak of scarlet fever, typhoid, 
erysipelas, diphtheria, or “sore throats,” will occur amongst 
the children of a family, male and female — among 
adults—male and female—after the mother has shown 
symptoms of puerperal fever. The outbreak of those 
ailments in mother, children, and adults of a household at 
the same time, or almost synchronously, is to be explained 
by simultaneous exposure to the one poison, whereby all . 
are affected simultaneously—the mother, perhaps, showing 
the symptoms earlier because of her more ready susceptibility, 
owing to the changes in the blood and general system 
peculiar to the puerperal condition ; the poison not having 


144 On the Unity of Powson in 


been generated autogenetically by the mother first, but being 
heterogenetic as regards all the sufferers. 

Or again, how often will the children of both sexes be 
attacked with symptoms of the different ailments I have named 
while the mother is laid low with what is termed puerperal 
fever, the mother having first been affected; and how often the 
husband will become also a sufferer just as do the children ; 
and but for the custom of our country, which excludes male 
visitors, as callers, during the puerperal period, how many 
more males would be stricken with one or other of these 
diseases mentioned—the source of all being the puerperal 
woman, the origin of her symptoms being the offensive 
putrescing matter or excretions in utero and vagina, and 
not contact in any way whatever with any specific infection 
or contagion. . 

The fly alighting on this woman, or on her own offensive 
excretion which poisoned herself, and thence pitching on 
another person, non-puerperal, would communicate not puer- 
peral fever, but would give rise to one of the other affec- 
tions, while to the parturient the puerperal fever would be 
given. The rat, whose feet had trodden in some of the 
excretions, or whose furry skin had become contaminated 
from residence in or under the sick room, would spread 
puerperal fever from house to house if lying-in patients 
inhabited them, and would in its travels cause from the same 
source to arise one or all of the other diseases. Nay, cannot 
the same animal, or our domestic animals (the cat, the dog), or 
any other pets spread them if they have entered and remained 
in the sick room? I believe they most assuredly can. 

Dr. Nixon at the May 6th, 1876, meeting of the Dublin 
Pathological Society exhibited “a case of coincident enteric 
fever and scarlatina in a girl aged eighteen, with diphtheritic 
exudation on pharynx, and engorgement of Peyer’s patches.” 

In syphilis there is unity of poison, but how different in 
different persons are the manifestations, the symptoms, or, as 
they are termed, the secondaries! In syphilis there is one 
primary infecting virus; yet how different the results! So 


different, that older observers deemed the primary sources of 


infection to be different and distinct, and in this way 


ae a 
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accounted for the different sequela. Now, however, that 
more light has been thrown on the disease, the upholders of 
the dual doctrine are but few. 

And so, I believe, is it with those different (so-called) 
ailments; they are but different secondaries from the same 
primary source. 

In his lecture on Syphilis (see Lancet, July 31st, 1875, page 
158) Mr. Lee says :—“ Both the primary and secondary 
manifestations of the disease may thus be most materially 
modified, either by constitutional or local causes, or by the 
tissue in which they appear ;” and he adds—‘the way in 
which the existence of the syphilitic fever in its various 
degrees modifies a real syphilitic inoculation is a point which 
has not been sufficiently considered.” These words may with 
equal truth be applied to the ailments and their originating 
virus of which I treat. Nor is there anything contrary to 
nature in this doctrine of unity of poison, diversity of its re- 
sults, as evinced by difference of symptoms, the phenomena 
of its action; for do we not see how from the one source— 
the blood—the various glands secrete and excrete different 
and distinct fluids ? and how the different tissues of the body 
—muscles, bones, membranous linings, &c. &c.—are all 
nourished from the same source? 

In the vegetable kingdom do we not find that from the 
same plot of earth, plants, shrubs, and trees of the deadliest 
poisonous nature grow, and draw their sustenance, and 
develop their poison, side by side, and contemporaneously 
with the most innocuous. So that out of the same soil will 
spring the wheat and the tare, the flower and the weed, the 
unpleasant smelling and the most odoriferous, the life-giving 
and nutritious, as well as the death-dealing. 

In this doctrine then of unity, &c., we have no outrage 
against nature nor the laws by which nature governs the 
universe. 

I would here append some communications which bear 
most importantly on this subject, and which have been 
published since I brought the subject before the Profession, 
through the Paper read at the Obstetrical Society. 

The first is from Dr. Holland, Assistant Physician to the 
No. LXXV.—VoL. VIL. 1 
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Hospital for Women. In the British Medical Fournal of 
_ February Ist, 1879, he writes :— 


‘Three years ago a suburban school had been broken up from 
alleged scarlatina ; and two of its pupils, supposed to be in health, 
after a week at home, were received into a large school in St. John’s 
Wood. Ali went well for a week, when a French pupil, who slept 
with the new pupils, failed zwzth decided scarlatina, and we found that 
the two new pupiis, though doing ordinary school duties, had a nasal 
discharge and labial excoriation attributed to cold, and that they 
were pale, asthenic, and a little feverish. It was also ascertained 
that they were strumous, and had habitual rhinorrheea, and that the 
discharge was only a little increased, and had passed unheeded. 
During the second week, the pupils fell ill in rapid succession, to the 
number of twenty-four or twenty-five, and the school was broken up. 
The invalids presented every conceivable variety of diphtheria and of 
scarlatina with and without rash. 

‘“‘ A was a typical case of scarlatina, with the usual throat and skin 
manifestations and subsequent desquamation. B was similar, plus 
limited false membranes in the pharynx; C was equally typical of 
recognised wiphtheria, with false membranes, albuminuria, sequential 
pallor, and paralysis, but with no discoverable rash ; and ¢hese varieties 
presented such a progressive fusion in their protean combinations that 
L regarded the diseased states as modifications of one process, and the 
evolution of a similar germ in dissimilar pabulum. 

‘Dr. A. considered that the cases were scarlatinal ; Dr. B., that 
they were diphtheritic ; and Dr. C., that they were only cases of the 
‘sore throat that was about.’ It was my lot to inspect all the cases, 
and to follow the day pupils to their homes; and I know the infec- 
tion was spread broadcast in St. John’s Wood, and, from the mild 
phases having been improperly interpreted, many a sorrowing cortége 
went shrouded to the grave. Two of my children brought the 
infection home, where eight suffered. The eldest, who had previously 
had scarlatina, vesested wel/, and were not in bed a day; the youngest 
two had malignant diphtheria as bad as could be, short of actual destruc- 
tion , they had no rash, but false membranes through the pharynx, 
nose, and mouth, albuminuria, sequential pallor, paralysis, and quasi- 
idiocy ; and three years of careful treatment has scarcely restored 
their pristine vigour. 

‘Here, then, we have an illustration of children only a little unwell, 
able to do their school duties, with no local disease sufficient to 
attract the attention of friends, having, in fact, a slight nasal dis- 
charge only, and that, unheeded; visiting and kissing in happy 
innocence, and yet imparting to confiding friends one of the most 
disastrous, and to be dreaded, of communicable diseases. Surely it 
cannot require much effort to conceive the possibility and probability 
of diphtheria being as easily conveyed to a palace, when in disguise, 
as into the dormitories of a well-appointed school or into the circle 
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of home ; especially when children abound, and affection abounds, 
as in the princely home of Darmstadt.” 


In the British Medical Fournal of January 4th, 1870, 
Dr. Braxton Hicks writes :-— . 


“The question raised by Mr. May, jun., of Reading, in the Journa 
of December 21st, 1878, is a very interesting one, and has exercised 
the minds of many in late years; and I believe obstetricians gene- 
rally admit that a rash simulating, or nearly so, that of scarlatina, 
may be produced by the absorption of unhealthy material ; and it is 
just this which makes it difficult in any given case to say whether 
the rash be one symptom of scarlatina poisoning, or the effect of the 
absorption of some deleterious matter. When after the strictest 
search one has been unable to trace any exposure to scarlatina, the 
evidence is yet only negative; and in scarlatina proper how many 
cases daily occur where no evidence of contagion can be found ! 

“But the following case is more interesting and conclusive even 
than the one quoted by Mr. May (because it might be said in his 
that there had been inoculation), and is curious as having occurred 
in the same town. My son was at school at Reading in 1873, and 
was seized with a very severe attack of pyrexia, and on the second 
day with delirium, with a rash ail over him, very like that of scarla- 
tina. There was no particular redness about the throat, though it 
was somewhat blushed. As he was delirious, we couid not gain 
much information trom him for the first three days; but as this 
passed off, he complained very much of the right buttock, near the 
tuberosity of the ischium, which region was fuller than the other. 
Suffice it to say, that this proved the commencement of a very large 
deep-seated abscess, which had to be opened. Inquiry as to the 
cause showed that while he was standing a few days before with his 
legs wide apart, a school-fellow had still further stretched them out 
‘by pulling at one. The rash lasted about three days; was nearly 
universal from the first ; but was not followed by any desquamation 
ofthe cuticle. But this symptom of exfoliation is nothing characteristic 
‘of scarlatina ; any other inflammation to an equal extent, of the same 
parts, will produce it. 

“Here we have a simple strain of the muscles and fasciz, pro- 
iducing, without the smallest abrasion or wound, a rash having so 
imuch resemblance to that of -scarlatina that at first it was doubttul 
show far it was scarlatinal. Here was no question of inoculation. 

* “That highly irritating material can be effused into the cellular tissue, 
as the result of traumatism, I had once abundant evidence in myself. 
| “These causes can be viewed another way ; namely, that a wound 
or damage existing, the presence of the exanthem in the system so 
disturbs it, that instead of natural recovery ensuing, the part runs on 
(tO suppuration. 

_ “Tn the case of my son, there had been at the school no case of 
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scarlatina for a long time, nor was any one affected who afterwards 
came into contact with him. 

“ But in the case of wounds followed by a rash, one cannot avoid 
enlarging our inquiries as to the capability of scarlatina being trans- 
mitted by inoculation ; and also, if it can, what are its features when 
so received. : | 

“T trust observations will be continued on this subject.” 


In the British Medical Fournal of January 25th, 1870, 


Dr. Clement Duke writes, in reference to the relations 


between diphtheria and typhoid fever :— 


“That the same poison which originates typhoid fever, often causes 
diphtheria; that the two diseases often occur side by side in different 
individuals, in the same house; and that therefore we must look 
for their same source of origin, the following cases show. 

“rst. On October 30th, 1875, I was called in consultation some dis- 
tance in the country, to a large private school at Y—— to see 
Mr. R , who was supposed to be suffering from typhoid fever, 
though he was not. There were, however, five or six cases of typhoid 
fever in other rooms that I saw. While these cases were in progress, 
and within a few days of my visit, a younger child developed 
pharyngeal diphtheria, and died. These cases occurred at a large 
house, standing by itself in several acres of ground; they were 
traced to the well water (there was no other water supply) ; there had 
been a great rainfall, the cesspools had filled and overflowed, and 





the well being near and on a lower level than the cesspools, the over- _ 


flow had found its way into the well, which was marked by making 
the side of the well by which it entered, slimy and blackish. 

“ond. At the beginning of January, 1875, Mr. T , of Rugby, 
developed diphtheria, which was followed by paralysis. In the 
same house, on January 15th, 1875, Mr. T ’s servant sickened 
with typhoid fever, went through a severe illness, but recovered. 

“‘ During the last days of December, 1874, there being something 
amiss with the pipes which carried the water supply from the town to 
the cistern, the water was cut off for one day to remedy the defect. 
On that day, a pump in a yard at the back of the house was used for 
their water supply ; this well was much fouled from adjoining stables. 
There was, however, another possible source of poison ; for the trap 
to the water closet was defective, and allowed an escape of sewer gas 
into the house. Both sources of poison were remedied, all the family 
were sent out of the house, and we had no further cases.” 


Again, in the British Medical Fournal of February 8th, 
1879, Dr. G. W. Thomson writes, in reference to the same 
subject :— 








“¢ As a sequel to Dr. Duke’s Paper in the Journal of January 25th, — | 
and as showing in some degree that the poison from which diph- — 


: 
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theria may arise is similar to that of typhoid fever, the following 
remarks are made :— 

‘At the time of the outbreak, which I am going to narrate, I had 
not had a single case for some time previous, of either diphtheria or 
typhoid fever. Suddenly, however, within a week, ten cases of mild 
typhoid fever and six cases of what I looked upon as mild diphtheria 
(yet having all the characteristics of what has recently been designated 
spreading quinsey) occurred. Such naturally led me to look about 
for a cause, and a very short inspection sufficed. 

“This outbreak occurred in a small mining village, most of the 
cases occurring in those rows which were built on low-lying ground, 
or were closely confined ; while those through which the wind pene- 
trated, though as filthy as the others, escaped. Previously to the 
outbreak, the ground for four or five weeks had lain covered with 
snow to the depth of from four to eight inches. During this period 
every kind of sewage seems to have been thrown from the doorsteps 
of the houses instead of carrying it to the ash-pit, the snow for the 
time hiding everything from sight. A sudden and complete thaw 
setting in revealed a not very creditable state of matters; filth of 
every variety lying around the doors, the snow having proved for the 
time but a whitened sepulchre. It was immediately after this exposure 
that this small yet distinct outbreak set in. 

“There was nothing particular about the attack; things were 
cleared up, more snow fell, the cases were all mild, no deaths 
occurring. 

‘* Although I have mentioned six as the number of throat cases 
(all of which had the distinct patch on the tonsils and the accom- 
panying inflammation and debility), many other throat cases at the 
same time were common, but so mild as not to require medical aid. 
I have also from this number been careful to exclude four sharp 
attacks in different individuals of acute tonsillitis. Whether these 
six cases were cases of pure diphtheria, or of ‘spreading quinsey,’ I 
do not venture to decide. It was evident, however, that it was a 
filth disease, arising from an organic impurity in the air. This im- 
purity was caused by the churning action (which the rapid dis- 
appearance of the snow occasioned) on the filth which lay around the 
windows and doors. 

“*T may say that zz one house there were two patients laid up at the 
same time, one with the ordinary symptoms of mild typhoid fever, 
running its course in three weeks, while ‘Ae other had mild diphtheritic 
sore throat, recovering in about eight days.” 


In the number of the same Journal for February, 138709, 
appear the following remarks by Dr. J. A. Lea, on “ Scarlatina 
and Surgery” :-— 

“The following case seems to show the existence of a non-conta- 


gious scarlatinal rash :— 
“A child, aged five, suffered from inflammation of the lymphatic 
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glands in the groin, which suppurated. At the time when the abscess 
was fully formed, a rash appeared all over the body. ‘This rash 
was paler than that of scarlet fever, and consisted of a number of 
red points with pale spaces between them: not the patches of scarlet 
fever. The temperature never rose above 99 deg. She did not 
suffer from sore throat, and there was no perceptible desquamation 
of cuticle. Although this child was among a number of other chil- 
dren, no other person became affected, nor could her illness be 
traced to any source of infection. Is it possible that the phenomena 
of scarlet fever are produced by more than one kind of irritant ? and 
that the irritant causing contagious scarlet fever differs from the 
other in being reproducible in the body? 

‘Such would seem to be the case in diphtheria and yellow fever ; 
as there are cases of diphtheria which seem to be non-contagious, 
and cases of fever which close1y simulate yellow fever, but differ in 
not being contagious. 

“The following case of scarlet fever happening in a surgical case 
exemplifies the remark of the late Mr. Solly, quoted by Dr. Braxton 
Hicks. ‘Whenever a case of surgery in private takes on a highly 
phlegmonous appearance, I am always sure to find break out in the 
inmates of the house ether erysipelas, or scarlet fever.” It exemplifies 
also the remark of Dr. Hicks about ¢he variations of symptoms in an 
exanthem. 

‘J. H., aged thirty-nine, suffering from acute necrosis of the tibia, 
became worse twenty-four hours after an abscess was opened. His 
temperature, which before opening the abscess was never higher than 
101 deg., went up to 104°8 deg., his tongue became red and glazed, 
and the wound put on a phlegmonous appearance, the discharge being 
scanty and thin. He had neither rash nor sore throat. In a short 
time his urine became albuminous, containing renal casts and blood 
corpuscles. Desquamation of the cuticle followed. 

‘Some days before the abscess was opened, one of his children 
was attacked with scarlet fever contracted at school. All the other 
children in the house were successively attacked. 

‘“‘ It is worthy of remark, as being some evidence in favour of the 
belicf that surgical patients are more susceptible to a contagious 
poison, that J. H. was the only adult who was attacked during the 
epidemic in which a number of children suffered.” 


In the February number of the OBSTETRICAL JOURNAL, 
which reports the proceedings of the previous meeting of the 
Dublin Obstetrical Society, Dr. Grimshaw, Physician to the 
Dublin Fever Hospital, is stated to have said :— 

“‘T was called on to attend three or four cases of women after 
confinement, all of whom / believe were suffering from enteric fever. 
In two of these it certainly was so. In one case I was able to trace ~ 


the disease as having been contracted in a court where she was living, 
having come to town with the intention of going to the Coombe 
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Lying-in Hospital to be confined. She showed no serious symptoms 
of fever until after her confinement, when symptoms of puerperal fever 
were set up, with morning and evening variations of temperature. 
She died, and a fost-mortem examination disclosed the characteristic 
lestons of enteric fever. 

“That case conveys the very important lesson that there may be 
a considerable number of cases apparently of puerperal fever, but 
which are not really of that nature. Ido not mean to say that all of 
them, or the greater portion of them, are so; but it certainly is a 
remarkable fact that amongst the cases I saw at the Coombe, some 
were scarlatina, some were this very enteric fever, and some turned out 
to be nothing at all. Four of them were sufficiently well-marked cases 
of enteric fever to be recognisable; and in one the ost-mortem 
confirmed the diagnosis.” 


These observations of Dr. Grimshaw forcibly recall to my 
mind the words I spoke at the Obstetrical Society in 1875 
(see “Obstetrical Transactions” vol. xvii, page 264) on the 
subject of “ Puerperal Fever and its Relation to the Infective 
Diseases and Pyzmia ;’— 

‘Bearing in mind, therefore, the life symptoms which exist in 
scarlet fever, puerperal fever, and typhoid; also the pathological 
conditions found after death—and how closely allied, how much alike 
they are—both the life and after-death phenomena—we can see how 
readily scarlet fever can run into puerperal—puerperal into typhoid 
(and wice versd as regards them all); how typhoid came to be 
supposed to originate puerperal fever [Sir Henry Marsh’s opinion] ; 
and how puerperal fever may so clothe itself in the garments (symp- 
toms or phenomena) of scarlet fever that there are really no dis- 
tinctive marks.” 

The remarks of Dr. Grimshaw, viewed in the light of 
unity of poison, differentiation of resulting symptoms, the 
determining power of those exposed to the virus, their varied 
capability of assimilating or directing the virus to different 
tissues and parts of the body in different patients; the 
powers of resistance on the part of those exposed—all tend 
to corroborate the statements I have advanced. 

While I am writing this Paper, I have under my care a 
number of children in one house, whose case most strongly 
bears out my views. One was first taken ill after her Christ- 
mas holidays: she had symptoms of cold and sore throat, 
with red, raw-looking tongue. Next day she was better 
in all ways, complaining only of feeling weak; but the 
tongue was still red and raw-looking, and on the occasion of 
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her third visit the condition of the tongue was the prominent 
and almost only symptom. I suspected septicemia of some 
kind from a cut, or abrasion, or sore on hand or foot, or 
elsewhere on the body, but could get no clue whatever as to 
the intromission of the poison. I did not look for any rash, 
as at the time an attack of scarlatina did not occur to me. 
While she was improving, another began to complain, and 
showed a white, creamy tongue, and in a few days grew 
rapidly worse, throwing out wumistakable scarlatina symp- 
toms. Meanwhile, the first, who had been improving, sickened 
severely, and with her also scarlatina became quite evident. 
She convalesced steadily and well, and was able to sit up in 
her bedroom, where two other little scarlatina patients were 


along with her: but, zz the third weck from the time of the 


distinctive appearance of scarlatina symptoms, she had a 
relapse, and every symptom of a fresh outburst of the same 
fever as before. She, however, has quite recovered without 
any further drawback. 

A third was stricken down, very suddenly and very 
severely, though isolation and carbolisation had been strin- 
gently ordered, and I believe carried out as far as possible. 
In this child, 27 combination with scarlet fever, diphtheria was 
developed, and so extensively, that I feared recovery was out 
of the question. She was placed ina room by herself, which 
was constantly carbolised, and at the doorway of which a car- 
bolised sheet was kept hung without any intermission, and 
after a hard battle has become convalescent. 

Now another begins to droop: for some days—quite a 
week—she has only some malaise; but one day when I 
called and saw her in bed, I found her deaf, unconscious of 
what was going on around her—though she put out her 
tongue when shouted to by a voice to which she was accus- 
tomed— picking at the initials worked on her pocket-hand- 
kerchief, as well as at the counterpane—low muttering 
delirium, hot, pungent skin, alternating with chilliness and 
surface coldness ; sleeplessness and pea-soup diarrhoea. 


I set this case down as one of typhoid. Another exhibits 


only general malaise, and a little sore throat, while the cook 
has certain anomalous symptoms which she groups under the 
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head of “ feeling out of sorts from inhaling so much carbolic 
acid,” 

All the rest I have sent away to the sea-side to avert 
from them the consequences of contamination ; and all have 
escaped. 

I believe that if a lying-in patient were near those children— 
or perhaps in one of the houses on each side of the infected— 
she would most certainly be attacked with puerperal fever. 
Thus, then, we have in the one establishment scarlatina, 
diphtheria, typhoid, and very likely should have puerperal 
fever, were a parturient woman amongst or near them. 

Indeed, one of my confinement cases, though living some 
miles away, being attacked with certain symptoms which 
might eventuate in puerperal fever, I handed over to a 
brother practitioner in her own neighbourhood, though I had 
never visited her (nor any patient) for some time after visiting 
the Orphanage, and had avoided, when at all possible, seeing 
any of my obstetric cases on the same day that I did the 
little orphans. 

From the various facts which are adduced in this Paper, and 
from the evidences which I have accumulated since writing it, 
I consider we are warranted in holding that in those diseases 
there is a unity of poison, a common sepsis. Nor is this in 
anywise contradicted by the fact that puerperal fever may 
result from putrefying and offensive discharges, and even from 
healthy or apparently healthy lochia, flowing over wounded 
surfacesin the uterus, vagina, or pudenda ; for the sepsis having 
in this way entered the blood, sets up in it, and in the 
tissues of the body generally, changes identical with those 
resulting from the infection or contagion which induces what 
in contradistinction we may term the non-traumatic form of 
puerperal fever; just as any other fevers—scarlet, typhoid, 
&c. &c.—are set up; the traumatic or autogenetic form of 
puerperal fever being as deadly as the non-traumatic or 
heterogenetic, the sepsis or virus being one and the same, no 
imatter how it be introduced in the system, the symptoms 
iresulting or the phenomena developed subsequently and as a 
idirect consequence being the same or nearly so in a number 
jof cases, or altogether different as the case may be, dependent 


154 Scarlatina and Puerperal Fever. 


upon the factors of the difference which I have before 
pointed out. 

“It is doubtful,” says Matthews Duncan, in his Paper 
on “Antiseptic Midwifery,” “whether or not danger ever 
arises spontaneously within. 

“The germs or septic matter, which set agoing ordinary 
surgical or puerperal septicemia and pyzmia, are certainly 
in the majority of cases, if not in all, imported into the 
female system from without. 

“ But when they are introduced, the evil is Ree within. 

. Obstetrical septicemia from putrefaction is seen when 
the putrefaction occurs, and as long as it proceeds. Ovat- 
nary septicemia, on the other hand, is, as is well known, the 
product in ordinary circumstances of the first few days after 
delivery, while wounds are still fresh and absorbing. The 
danger of the septicemia by putrefaction is a uterine danger ; 
for it is almost exclusively in the uterus that dangerous pu- 
trefacticn occurs. The danger of ordinary septicemia is ex- 
tensively believed to be dependent on Jacerations.” 

But the same virus which originates scarlet fever, typhoid 
and diphtheria, will induce symptoms identical with those 
resulting from the two kinds of lying-in septicaemia, 
described by Dr. Duncan—any difference being due to the 
causes, and_ for the reasons already recapitulated in this 
Paper—the sepsis or virus being the same—no matter how 
introduced—auto- or hetero-genetically—the phenomena or 
symptoms being different in different patients. 

If there be no other advantage in holding these views, 
there is certainly this—that it simplifies the study and treat- 
ment of these seemingly different affections. 

Since writing the foregoing, which I sent to Dr. John 
Harley on its completion, and which he perused, I have 
received from him the following :— 


“‘] think you have made out a very good case. My own conviction 
has long been that febricula, enteric fever, scarlatina, diphtheria, 
quinsey, puerperal fever, septicaemia, et hoc genus omne, are natural 
links of one connected chain, which the love of wxnatural classification 
has dissociated. 

“‘ T rejoice that the clear light of truth is beginning to dawn on the - 
subject ; and I think your efforts will much conduce to a clear under- 
standing of this natural association, relationship, and connection.” 
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I am quite aware that puerperal fever may arise from 
various causes, and be introduced into, and set going in, 
the system in different ways (which in a future paper I shall 
dwell upon) ; but to my mind this does not militate against 
the unity of the poison, &c., which I advocate; and which, 
as I study it, and cases bearing upon it, opens up to my 
mind clearer and clearer—each truism collected forming a 
link ; each fact, when found, being strung together as pearls 
of great price, till a great chain of Truth be formed. 


- (Zo be continued.) 


me OOWE TRITIS.. AND MENORRHAGIA 
Ste AreD BY INTRA-UTERINE MEDICATION.* 
By James Younc, M.D. Edin. 


No subject in gynzcology has created more interest of a 
discursive character than the treatment of some forms of 
uterine disease by internal medication. There have been in 
our Societies many interesting and profitable discussions on 
the arrest of post-partum hemorrhage by intra-uterine 
injections. Leaving, however, the purely obstetric depart- 
ment, let us look at the treatment of uterine inflammation 
with pelvic complications. There are many forms of pelvic 
inflammation and metritic disease which are not immediately 
connected with the subject of this communication—such 
as, Ist. pelvic cellulitis, terminating in either resolution or 
suppuration. I had, only a few weeks since, a case of para- 
metritis, where a large tumour was found occupying the 
right iliac region, dipping into the pelvic cavity, painful 
on pressure, yet firm and hard; the issue was the for- 
mation of pus, which escaped into the cellular tissue, and 
pointed at the groin; matter also escaped by the bladder. 
The patient, I am glad to say, made a good recovery. 
2nd. Perimetritis may arise in the unimpregnated condi- 
ition as well as after delivery, requiring careful but not 


* Read before the Obstetrical Society of Edinburgh. 
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very active treatment. 3rd. Pelvic hematocele demands ex- 
treme care and caution in regard to diagnosis; the 
obstetric surgeon watching the case, if possible, from its 
very commencement, lest it might be confounded with other 
and less grave evils, such as malposition of the uterus, or 
some pelvic tumour. Professor Simpson saw with me a 
patient in the west-end of the city some years ago, suffering 
from pelvic hamatocele. The woman was very ill, had severe 
pain, and was greatly weakened from metrorrhcea. She 
made an excellent recovery under the expectant treatment, 
accompanied with the use of poultices and nutritious diet. 
Ath. Metritis is somewhat frequent, complicating the condi- 
tion of some of our patients in puerperium. 5th. Lew- 
corrhea, or fleurs-blanches, is one of the most common ailments 
women suffer from, depending generally on the state of the 
constitution, and apt to be confounded with the more 
yellow discharge of vaginitis. The treatment consists of 
astringent injections and tonic remedies. Hxdometritis may 
be either acute or chronic, and, as its name implies, is an 
infammation of the mucous membrane of the uterus, 
which, when confined to the cervix, has been called endo- 
cervicitis. Cases of this form of uterine disease are fre- 
quently brought under the notice of the obstetrician, and 
I venture to say there are few diseases more vexatious and 
troublesome as regards successful treatment. | Chronic 
endometritis is usually accompanied by severe menorrhagia. 
As regards symptoms, it is almost unnecessary to indicate 
them here except in the briefest manner, as all are familiar 
with them, and our ordinary text-books dwell fully on the 
subject ; nevertheless, clinical experience teaches us impor- 
tant lessons, as we are thus brought into contact with the 
difficulties of treatment in individual cases. We generally 
hear patients complain of pain, sometimes severe, in the 
hypogastric and lumbar regions, languor, weakness and 
general distress, want of appetite, rigors, sleeplessness, and 
mental depression. On examination, in chronic cases, the 
cervix is usually found much dilated, even to admit the 
index-finger. Some of the causes which may be supposed 
to induce this disease, are excessive marital intercourse, 
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wearing of stem and other pessaries, cold, and local inflam- 
matory action, arising from several causes, such as the use of 
tangle tents, &c. I recollect one case of severe endometritis, 
ten years ago, which Sir James Simpson thought arose from 
the use of several tangle tents. The pain was very severe, 
and the catamenia profuse and frequent ; she was long ill, 
but made a good recovery. No child has been born since 
that illness. There was no internal medicative treatment, 
and to that fact I would desire special attention, as it will 
have an important bearing on the question of impregnation 
in such cases. As regards treatment, I recollect on one 
occasion asking Dr. Matthews Duncan what he considered 
the best in cases of this disease. The only reply was a 
significant shake of the head; meaning, doubtless, that it was 
difficult to answer. 

Before referring to the special cases of endometritis, permit 
me to notice briefly one case of malignant pelvic disease. 
Mrs. S., aged seventy, suffered during the autumn of 1877 and 
the spring of 1878 from several severe attacks of hematuria 
complicated with acute nephritis and albuminuria, with severe 
pain, and frequent micturition. On examination no organic 
disease was discovered in the bladder, although she thought 
all her ailment lay there. A pelvic tumour was felt 
in January, 1878, per rectum, fecal matter was passed 
with the urine, and also large quantities of blood and pus. 
The urine had at all times a strong odour of bowel-matter. 
A recto-vesical fistula existed. The patient was seen by 
Dr. Sanders, Dr. Patrick Watson, and Professor Simpson. 
Fear was entertained by all of some malignant growth. In 
the month of June, 1878, large quantities of fecal matter 
were passed per. vaginam after every act of defecation. 
A large opening existed -in the posterior wall of the vagina, 
behind the cervix, sufficient to admit the finger. Constant pain, 
severe haemorrhage, incessant calls of nature, combined with 
sleeplessness and anorexia, soon brought the sufferer to the 
grave. There was sufficient evidence of the existence of a 
tumour connecting the bowel, vagina and bladder, and yet the 
patient lived nearly eighteen months from the commence- 
ment of the inflammation. No autopsy was allowed. 
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Case of Endometritis —Mrs. M., aged forty, has been under 
my care since her marriage in 1863. She was then thin, 
pallid, and leucocythemic ; the menstrual fluid was scanty 
and pale, though regular. She had suffered from strumous 
abscesses in theneck, butunder cod-liver oil and careful dietetics 
she greatly improved, and in two years her first child (a son) 
was born, with the aid of forceps and chloroform. The 
child was nursed for some months. In January, 1867, a 
second son was born, and was nursed for three weeks, sup- 
puration of one breast having necessitated weaning very early. 
A female child was born in March, 1868; not nursed. In 
August, 1870, Mrs. M. was confined of a son, who was reared 
on Swiss milk. From October, 1870, to March, 1871, she 
suffered from frequent and severe menorrhagia, with inter- 
vening copious white mucous discharge, pain in the back, 
and a feeling of weight ; there was much exhaustion, and 
depression of spirits, accompanied with amnesia. The treat- 
ment at this time consisted of sulphocarbolate of zinc 
injections, rest, and ferruginous mixtures. Early in 1872 
twin boys were born prematurely ; one was still, the other 
weak and delicate, and brought up by a wetnurse. After 
this confinement the uterine ailment became worse, the 
metrorrhcea increased to a great degree, and the patient was 
confined to bed for some weeks. ‘Treatment same as before. 
A seventh child (a girl) was born in March, 1873 ; no milk. 
From this date, for three years, no special treatment was 
adopted, for several reasons: her husband’s severe illness, 
extending over twelve months, her own absence from home, &c. 
In consequence of increasing weakness and pain, I saw Mrs. M. 
in April, 1876, and I here quote her own words :—“ During 
the spring months of this year (1876) I felt worse than at any 
previous time ; the discharge, of one kind or another, never 
left me. I suffered from burning pains in my loins and 
bowels, increased weakness and feverishness. I was compelled 
to leave home for Germany in May, in consequence of my 
mother’s severe illness ; returning in July, no better. I was 
unwell so very frequently, and suffered from much thick 
mucous discharge between the periods, that I was compelled | 
to keep the recumbent posture constantly.” On the 2oth 
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July I was asked to see Mrs. M., and on making a careful 
examination discovered partial retroversion of the uterus, which 
was somewhat prolapsed, the sound measuring three-quarters of 
an inch beyond the normal depth. The vagina was irritable 
and hot, the uterus congested and painful on pressure. On 
examination by the speculum, a profuse discharge of tenacious 
mucus was excreted from the os uteri (increased on the appli- 
cation of external pressure), so ropy that it could hardly 
be removed on cotton-wool. As we had to deal with a 
decided case of endometritis, and as tincture of iodine had 
failed to be of any benefit (applied on the point of the sound 
with cotton), I adopted the treatment of intra-uterine medi- 
cation, by injecting nitric acid (1 in 4) with a gum elastic 
catheter and syringe, on the 31st July. When the patient 
awoke from the chloroform she suffered most severe pain in 
the uterus, which lasted several hours. The vagina was 
previously smeared with vaseline. Mrs. M. was confined to 
bed for two or three weeks thereafter, but made an excellent 
recovery. From August Ist to September 12th there was no 
discharge whatever. The catamenia returned, and proved 
regular and moderate. Ergotine was injected on the 1st of 
October. During the subsequent eighteen months men- 
struation was regular, moderate, and painless. There has 
been no mucous discharge whatever, excepting a slight trace 
of leucorrhcea, and her strength had improved so much that she 
was able to have riding exercise. A Hodge pessary was 
worn for some time. 

I have seen recently two other cases of chronic endo- 
metritis. In neither was there retroversion, but in both 
profuse menorrhagia, accompanied with a copious mucous 
discharge from the cervix, pain, and weariness around the 
lumbar region. In both cases carbolic water (1 in 20) was 
injected. The result is a matter of the future, but the 
éases will be carefully observed. 

There are many cases of slight endometritis which may be 
caused by retroversion of the uterus, and (as we are informed 
by Professor Simpson in his most recent published Papers) 
may be cured by the reposition of the dislocated organ. In 
severe and chronic cases, the most absolute cure is, in my 
| 


| 
| 
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opinion, intra-uterine medication of one or other kind. As 
regards injury, I have yet to see the case where either occlu- 
sion of os, or cervix, has resulted. Were we to speak 


of the mischief caused by the application of potassa fusa,in — 


the treatment of ulcerations, a very different result would be 
found, even when guarded by diluted acetic acid. 

Ere drawing those desultory remarks to a close, I would 
ask the question—lIs sterility likely to be produced by the 
treatment of intra-uterine medication in cases of chronic in- 
flammatory action? Weare all, probably, conversant with 
certain views recently propounded by Dr. Edis and Mr. 
Wiglesworth ; but as on all subjects, especially medicine, 
different writers take opposite views in the discussion of the 
question of probable or improbable sterility after such treat- 
ment. No satisfactory conclusion can be arrived at, until 
some of our obstetric savants lend the testimony of their 
experience to decide what is yet a matter of disputation 
—qut docet diseit. 

In one case of endometritis, noted in this Paper, there was 
no intra-uterine treatment whatever, and no child has been 
born during the nine or ten years which have elapsed since 
her illness, thereby raising the question whether inflam- 
mation might not destroy the procreative power? . In some 
cases,on the other hand, internal medication was adopted 
without subsequent pregnancy. In the case of Mrs. B,, 
however, conception did take place two years subsequent 
to the operation. 


AN ANALYSIS OF 1785 CONSECUTIVE LABOURS 


By Tu. M. Dotan, F-.R:C.8.E. 
Halifax, Yorkshire. 
WHOEVER follows our contemporary literature cannot fail 
to be struck by the change which has come over the prac- 
tice of some of our modern obstetricians in their dealings 
with parturient women. As an instance of this I need only 


refer to the pages of the British Medical Fournal,* in which 


* British Medical Fournal, February, March, seq., 1879. 
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we have lately had a correspondence on the introduction of 
the finger into the rectum to expedite the delivery of the 
head, and also upon the propriety of using the forceps with- 
out the knowledge of the patient or her attendants. 

In reference to the two proceedings cited above, I note 
with agreement that Dr. Lombe Atthill* has expressed his 
entire disapproval of the practice of inserting the finger into 
the anus as in complete violation of the customs of the 
Rotunda, whilst other writers have condemned the procedure 
of using the forceps without the consent of the patient or 
her friends. ; 

If we look again at the variation in the number of opera- 
tions occurring in different midwifery practices, as recorded 
from time to time in our Medical Journals, we have also 
some important food for consideration. 

Is there a tendency at the present time to favour manual 
and instrumental interference with the process of parturition ? 

What are the causes of the wide discrepancy between one 
practitioner’s experience and another’s ? 

Some accoucheurs rarely or ever use the forceps, others 
employ them almost daily ; some would almost induce us to 
think the process of child-bearing was unaccompanied by 
danger to life, as no deaths are returned, whilst others pre- 
sent us statistics, showing the gloomy side of midwifery 
practice. 

All our earlier writers on midwifery deprecated interference 
in the management of labour; their practice was guided by 
a careful abstention from manual or instrumental assistance, 
and their motto may be said to have been Mec (femere, 
nec timide. Though I have a leaning to the practice and 
principles of the pioneers who have so materially helped 
to place midwifery on a true scientific basis ; though I look 
upon their writings as mines of solid wealth, from which 
even the practitioners of this generation can learn a great 
deal, yet I have not been able to make my practice harmo- 
Mise with theirs, and without having any partiality for the 
use of the forceps, I have been forced to use them oftener 
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than the earlier teachers of midwifery would approve of. I 
have been to a certain sense disappointed at not being able 
to conclude confinements without instrumental interference, 
and I must confess to a feeling of envy of the practice of 
those writers who have never had occasion to use the forceps, 
and I have often asked myself the question, as to the why 
and the wherefore my experience was so different from 
those whose writings I have studied, and from whose teach- 
ings I have derived the most of my knowledge of the obstet- 
rical art. 

An inquiry into the cause of this variation must be in- 
teresting to all obstetricians ; but can it be solved? Must > 
we assume greater skill, manipulative power, patience, &c., 
on the part of some accoucheurs ? or does the chaste Lucina 
bless some favoured practitioners of her art? The difference 
in numbers of operations, deaths, &c., observed in the record 
of modern correspondents singularly coincides with the 
variations observed in the practice of some of our eminent 
obstetricians past and present. The following Tables illus- 
trate very forcibly the truth of my remarks :— 


TasLte A.—JLorceps Cases. 
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Here are statistics sufficiently striking. 

TABLE B.—Craniotomy Cases. 
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Compare Sinclair and Johnston and Harper’s total 
number of cases and their relative use of instruments with the 
others on the list, and the question will suggest itself whether 
the former practitioners had a worse class of patients ; or, 
can the custom of using the forceps explain the difference ? 

We must still observe the striking diversity in the per- 
centage of numbers of operations amongst almost the same 
practitioners. Assuming that these statistics are correct, we 
must presume that equal skill was possessed by all these 
eminent accoucheurs, and that a reasonable time was allowed 
for Nature to assist in the efforts of parturition, and that in 
every case craniotomy was absolutely essential. Have race 
and climatic influences an important part to play in the 
solution of this problem, or must we put down the diversity 
to the chapter of accidents ? 

That veritable “Sage Femme,” Madame Boivin, noticed the 
difference in percentage of instrumental cases between 
French and English practice derived from a comparison of 
the statistics of Drs. Merriman and Bland, and as an 
explanation, she applies the words of Professor Dubois :— 
“C’est parce qu’ils veulent absolument accoucher; ils 
ne veulent pas donner le temps a la Nature, plus sage 
queux, de terminer son ceuvre.” Leaving for the present 
the causes which may explain the diversity in these statistics, 
I venture to give my own experience, derived from practice 
since December, 1866, in the hope that they may prove 
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useful to those who are engaged in the comparison of the per- 
centage of operations, mortality, and other data in connection 
with child-bearing in England. 

I have only included in this table those cases which have 
arrived at full term, and were attended by myself, and the 
notes of which I have preserved. I must also premise that 
my statistics are mainly derived from an experience amongst 
a working-class population in a manufacturing centre. In 
instituting comparisons, I consider it most important to 
determine the class of patients, for otherwise the comparison 
is not equal. Though the above figures speak for themselves, 
yet I may make a few observations upon some of the most 
characteristic features in them. 

1. The number of forceps cases will at once strike the 
eye, and it will also be remarked that I have inserted the 
nationality of my patients. Whether as a rule the Celtic 
pelvis is straighter or narrower than the English, or whether 
Celtic crania are larger than English at birth, I have not 
sufficient data to determine, but I have found out in my 
practice that my Irish patients required more aid from art 
than my English ones, and that the application of the forceps 
was more frequently demanded. Thus on 1240 English 
patients the forceps were applied thirteen times (1 in 95), 
whilst on 545 Irish they were applied thirty-nine times (1 in 
13.) 

2. As regards craniotomy, four of my patients were Irish. 
In reference to the use of instruments, I have found, as I have 
observed in the Pacific Medical and Surgical Fournal, 
November, 1876, that patients of mine who have had tedious 
and difficult labours, and on whom operative measures have 
been applied, as the forceps, version, the introduction of the 
hand for adherent placenta, hemorrhage, &c., have made 
good recoveries, and that the use of instruments has not been 
productive of injury; whilst on the other hand, I have noticed 
when the process of labour has been easy, and the child and 
placenta have been expelled naturally, yet untoward 
symptoms have unexpectedly developed, which have nullified 
the benefits of an easy and speedy evacuation. Hence it 
might be deduced that women in the parturient process are 
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capable of bearing with comparative impunity instrumental 
and manual interference. I am convinced that by the use of 
the forceps I have saved some infant life, and that no harm 
has resulted to the mothers from their employment. 

My puerperal mortality will be better explained and under- 
stood from the following list, reprinted from the Pacific 
Medical Fournal, 1876. The form of return is somewhat 
similar to that used by Dr. Green in his Paper read before the 
Obstetrical Society, October 3rd, 1877. 


Tabulated Statement of Maternal Mortality. 


No. 104.—Mrs. H , Mount Terrace, aged nineteen. Primi- 
para, labour natural, placenta came away in twenty minutes, post- 
partum hemorrhage set intwenty minutes afterwards, the patient died 
in an hour. 

No. 116.—Mrs. T , New Road, aged twenty-five. Primipara, 
labour natural, puerperal fever, died on tenth day. | 

No. 448.—Mrs. M , aged twenty-nine. Labour natural, 
advanced in phthisis, died directly after childbirth. 

No. 869.—Mrs. R , New Town. Puerperal convulsions, 
craniotomy. 

No. g00.—Mrs. T , Pellon. Labour natural, phthisis. 

No. 1205.—Mrs. H , Gibbett Lane. Labour natural, two hours 
afterwards difficulty of breathing supervened, patient died in ten 
hours, symptoms of embolism. 

No. 1215.—Mrs. N , Silver Street, aged thirty-two. Labour 
natural, four days afterwards complained of great pain in abdomen, 
relieved by turpentine stupes, &c., pneumonia set in, died on eighth 
day. 

ae 1227.—Mrs. A——-, Claremont, aged thirty-three. Second 
labour, labour natural, phlegmasia dolens, albuminuria, dropsy, death 
in fourteen weeks. 

No. 1232.—Mrs. R , Queen’s Road, aged thirty-five. Fourth 
labour, labour natural, got up tenth day, had severe attack of 
hemorrhage, lingered on three months, death phthisis. 

No. 1459.—Mrs. H , Oxford Terrace. Labour natural, patient 
suffering some time from albuminuria, puerperal convulsions, death 
same day. 

No. 1589.—Elizabeth C— Death from septicemia, as reported 
in OBSTETRICAL JOURNAL, November, 1878. 
































On analysing the above deaths it will be seen that manual 
or instrumental interference cannot be blamed. I may also 
observe that the deaths have not followed in a regular ratio 
or proportion. Thus from 116 to 448, I had 332 labours 
without a death; from 448 to 869, 421 without a death ; 
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from 900 to 1205, 305 without a fatal result. So, if I had 
selected one of these periods, I might have reported one 
series of 300, another series of 300, and another of 400, 
without any maternal mortality. 3 

Infant mortality must next claim attention. Five chil- 
dren were still-born after use of forceps; and I have not 
been able to trace any remote injurious effects from their 
employment. ‘ 

In reference to placenta previa, out of six cases, two 
occurred in the same woman, and all recovered. 

Since 1867, when my first patient died (No. 104), I have 
not had many instances of post-partum hemorrhage. I have 
ever since looked upon it as one of the most serious acci- 
dents that can happen a parturient. It is a danger against 
which we should be on our guard, and I am quite convinced 
that. it isto-a great extent preventable. I shall: briefly 
examine the treatment as laid down in our text-books, which, 
as is well known, is of the most varied and general cha- 
Facter,. +. 

Has the practitioner one definite sheet-anchor to depend 
on? ~ We are told to endeavour to excite uterine action ; to 
administer ergot; to apply cold water, ice, snow; to inject 
hot water ; to employ the electric current ; to compress the 
abdominal aorta ; to inject perchloride of iron ; to introduce 
the hand into the uterus; to resort to transfusion ; whilst we 
are also to allow the patient plenty of fresh air and stimu- 
lants. I think there can be no doubt that part of our treat- 
ment of this state is not only rude, but even irrational. If 
flooding occurs when snow is on the ground, and from a 
sudden state of warmth she is at once transferred into almost 
the Arctic Zone, must not an injurious impression be left on 
her physique—presuming even that the hemorrhage has 
been arrested by snow and cold water? In other cases the 
parturient has to lie for hours in one uncomfortable position, 
after being deluged with cold water, kneaded, perchloridized, 
&c, Nature has certainly endowed the female economy 
with great powers of endurance, and a reserve of energy, to 
resist such heroic treatment. In reference to my own prac- 
tice, I have always been on my guard against hemorrhage, 
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just as the surgeon who is operating is on his guard not to 
allow too great loss of blood, against which he provides by 
tourniquet and other measures. Of course I have had to 
treat each case on its merits, being guided by the antecedent 
history, strength of pains, length of labour, constitution of 
patient, and other data. There is one practice to which I 
may particularly allude—viz., the introduction of the hand 
when flooding is occurring. Is it not better to introduce a 
clean naked hand into the uterus at once, than to lose valu- 
able time and more blood by the application of cold, &c.? 
We know the tolerance of the uterus; and, when such an 
irritating substance as the perchloride of iron can be borne, 
the introduction of the hand must be of minor consequence. 
Tyler Smith says in his “Manual”: “I have not the same 
dread of introducing the clean hand into the uterus as many 
accoucheurs have in the present day.” I am content to 
adopt the line of practice recommended by this writer, being 
convinced, as a general rule, it is the most safe, speedy, and 
effectual method of arresting hemorrhage, and that it is not 
likely to lead to any remote injurious effects. 

In conclusion, I have only to add that I present these 
statistics as a contribution to our facts ; for it is only by the 
comparison of a large mass of data we can arrive at satis- 
factory conclusions. 
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The Bearings of Chronic Disease of the Heart upon Preg- 
nancy, Parturition, and Childbed; with Papers on 
Puerperal Pleuropneumonia and Eclampsia. By Angus 
Macdonald, M.A., M.D., &c. J. and A. Churchill. Pp. 287. 


THE greater part of this work consists of the important 
papers on heart disease associated with pregnancy which 
first appeared in THE OBSTETRICAL JOURNAL. The ap- 
pended papers upon puerperal pleuropneumonia and eclampsia 
are linked to these by the light which they throw upon 
the deleterious effects which pregnancy and the puerperal 
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state may exercise upon the quality of the blood and the 
vascular system generally. All the papers have undergone 
revision, and we are glad to welcome their appearance in 
the form of a complete volume, which fills up the blank 
which, as regards writers in the English anguage, had 
existed in a most important subject. 

The work is based upon the history of fourteen cases of 
mitral stenosis, eight of mitral insufficiency, six of aortic 
insufficiency, three of them complicated with mitral disease, 
and three cases of irregular cardiac lesions. Of these thirty- 
one cases, nine occurred in the author’s own practice, and 
six others are now reported for the first time. Many of the 
former are illustrated by sphygmographic tracings, admirably 
engraved by the aid of photography, and a considerable 
number of sphygmographic observations upon arterial pres- 
sure in pregnancy, labour, and the puerperal state are added. 
The author is especially deserving of praise for the care with 
which, in all observations made since his addition of Ma- 
homed’s sphygmograph, he not only gives the trace, but 
records both the best working pressure and the obliterating 
pressure. His tracings furnish excellent proof, if any were 
needed, of the necessity of this; for, amongst those of 
pregnancy and the puerperal state, there are several in 
which the shape of the curve, while quite consistent with a 
pressure higher than normal, does not show that marked 
character in the so-called tidal or predicrotic wave, which 
some authors have assumed to be by itself a_ sufficient 
measure of such excess of pressure. Such a development 
of the tidal wave, however, may be in part the effect of 
diminished arterial elasticity, and increases normally as years 
advance, even though there be no excess of arterial pressure. 
The evidence is completed by recording the obliterating 
pressure, and the highest of the best working pressures—that 
is to say, the highest pressure which will not produce a flat- 
tening in the diastolic portion of the trace. For the former 
indicates the maximum pressure at the acme of the wave in 
the radial artery ; the latter, being the highest pressure which 
will not flatten the artery even at the lowest portion of the 
wave, indicates with some approximation the minimum 
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pressure in the same artery. Of these, the former depends 
mainly upon the force of the heart’s contraction, the latter 
upon the resistance to the outflow through arterioles and 
capillaries; and though the two quantities generally vary 
together under normal conditions, this is not always the 
case when there is valvular disease or cardiac failure, and 
hence it is desirable to know them both. 

The most striking conclusions to be drawn from the ample 
evidence adduced are the relative dangers in the various 
forms of valvular disease in pregnancy—rmitral stenosis being 
the most serious, aortic regurgitation next in importance, 
and mitral regurgitation less hazardous than either of the 
others ;—the inexpediency of marriage when heart disease 
exists of importance enough to produce symptoms, especially 
if it be mitral stenosis or aortic regurgitation ; and the fact 
that the danger is not removed by delivery, premature or at 
full term, but, on the contrary, many of the deaths occur 
from a few days to three weeks after parturition. 

The author adduces anatomical evidence in support of the 
generally received opinion that hypertrophy of the heart, and 
especially of the left ventricle, occurs during pregnancy. 
He points out also that, as the amount of blood circulating 
within the mother’s vessels during the latter months of preg- 
nancy is increased beyond question, the same must be true 
of the amount circulating in the heart within a given period 
of time. Therefore, since it is not the fact that the heart 
beats more quickly in pregnancy than at other times, at 
each contraction of the heart a larger amount than normal 
must be propelled from the ventricles. Assuming that the 
ventricle normally empties itself at each contraction, it is 
thus pretty clear on @ friori grounds that dilatation of the 
heart must occur in pregnancy ; and therefore that if the 
Same pressure as before is to be attained at each systole, 
there must be associated hypertrophy to such an extent that 
the thickness of the walls is increased in the same ratio as 
the diameter of the cavity. Such a compensatory hyper- 
trophy, however, would only maintain, and not increase, the 
‘pressure in the aorta, whereas it is proved by the author 
) and other observers that excessive arterial pressure does exist 
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during pregnancy. Although therefore the author attributes 
this excess of pressure primarily to the cardiac hypertrophy, 
as well as to a peculiar condition of the blood, acting in 
an analogous way to the altered quality of blood in Bright’s 
disease, it appears to us that the latter alone must be inferred 
to be the primary cause, and that a hypertrophy of the heart, 
more than sufficient to compensate the slight degree of dilata- 
tion, is merely secondary, as in Bright’s disease; to an 
obstructed outflow through arterioles or capillaries. 

The sphygmographic evidence adduced by the author to 
show that a considerable excess of pressure usually persists 
after delivery, although gradually diminishing, is an ex- 
perimental disproof of the view of Spiegelberg that the 
diminution of the placental circulation causes a sudden fall 
of arterial and excess of venous pressure, and that this 
constitutes the source of danger after delivery in cardiac 
disease. This view is, on mechanical grounds, clearly the 
reverse of the truth ; and the slight and gradual diminution 
of pressure after delivery, noted by the author, must be 
explained by the loss of blood in parturition and in the 
lochial discharge, or, in part, by the state of the nervous 
system, or by slight febrile disturbance. The great danger 
which exists after delivery in cardiac disease is thus clearly 
referable to the effects of the strain upon heart and lungs 
in labour, with the persistence of some considerable excess 
of arterial pressure. The therapeutical indication is clear— 
namely, that the mother’s powers should be saved as much 
as possible by the early use of forceps. The important 
therapeutical question, whether premature labour should 
under any circumstances be induced, the author decides in the 
negative, basing his opinion on the dangers which often follow 
delivery, or spontaneous miscarriage, and upon some recorded 
experiments by German authors on the vital capacity of the 
chest, tending to show that this is very little, if at all, 
diminished in normal pregnancy. Further experience, how- 
ever, seems to be required to show whether the fact of 
premature induction increases in such cases the inevitable 
strain and risk to be undergone in parturition; since 
otherwise, if the condition of the heart is steadily deteriorating 
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with the continuance of pregnancy, it would seem that there 
might be cases in which it would be prudent to precipitate, 
rather than to defer, the time of meeting the unavoidable 
danger. 

The author, in several places, quotes passages from other 
writers, attributing evil results to the hypertrophy of the left 
ventricle, and appears himself hardly to appreciate fully the 
fact that, as regards the heart itself, hypertrophy is purely 
conservative and dilatation alone dangerous, although hyper- 
trophy may involve serious risks to other organs, such as 
that of the rupture of small vessels. Thus he attributes 
the dilatation and failure of nutrition in the right venticle in 
mitral insufficiency during the latter months of pregnancy 
to the increased tension of the regurgitant stream from the 
hypertrophied left ventricle. But it is clear that the more 
efficient contraction of the left ventricle, though. it increases 
the tension of the regurgitant stream, increases also the 
amount of blood propelled forward at each beat, and thus 
on the whole tends to relieve the pressure in the pulmonary 
veins. Were it otherwise, the administration of digitalis 
would be injurious, instead of beneficial, in mitral incom- 
petence. 

The two cases of puerperal pleuropneumonia recorded 
are of great interest, from the fact that both were accom- 
panied by endocarditis, and one was followed, after a 
considerable interval, by phlegmasia dolens, although in 
neither instance was there any symptom of peritonitis, or 
any of the ordinary signs of septicemia. Some obscure 
form of blood-change was thus demonstrated. 

The paper on the essential pathology of puerperal 
eclampsia contains an account of two most interesting 
autopsies, and is illustrated by microscopic drawings of the 
appearances in the kidney and brain in one of the cases. 
Although the author was specially on the hunt for sand- 
grain apoplexies in the cerebral tissues, such as have been 
recorded by Dr. Mahomed in some cases of uremic con- 
vulsions, none were found. In both cases the cerebral 
substance was highly anemic, but the meninges congested. 
In one case there was a limited extravasation of blood in 
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the corpus striatum, near the nucleus lenticularis, but the 
author regards both this and the sand-grain apoplexies of 
Dr. Mahomed as secondary, and due to malnutrition of the 
walls of the vessels, produced by anemia. His view of the 
pathology of eclampsia is that the convulsions are due to 
irritation of the great vaso-motor centre of the body by 
poison in the blood, and consequent anzmia of the brain. 
This is confirmed by the observation in one of the cases of 
signs of commencing inflammatory change near the position 
of the vaso-motor centre in the medulla oblongata. 
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OBSTETRICAL “SOCIETY OF LOADER 
Meeting, May 7th, 1879. 


W. S. Puiayrair, M.D., F.R.C.P., Preszdent, in the Chair. 





DISCUSSION ON THE USE OF FORCEPS AND FYS 
ALTERNATIVES IN LINGERING LABOUR. 


Opening Address by Rosert Barnes, M.D., F.R.C.P. 





The theme which I have been invited by the Council to bring be- 
fore the Society for discussion is the following :—‘‘ On the use of the 
Forceps and its Alternatives in Lingering Labour.” 

It was obviously necessary to confine the discussion within certain 
definite boundaries, not alone in order to avoid irrelevant and waste- 
ful debate, but also as the most essential condition for arriving at 
clear and useful conclusions. 

And when we refer to “ conclusions” as the result of our discus- 
sions we shall not aim at the framing of conclusions which shall be 
final or absolute, or have the force of law. We could not engage in a 
more vain and injurious undertaking. Science is in her very essence pro- 
gressive. Freedom from arbitrary dogmas is the condition of her life. 
It is that freedom which impels or invites every one of us to try this, 
like every other scientific question, by the patient and candid obser- 
vation of nature, acknowledging no mere tradition or authority. The 
true function of a Society is to gather together and then to diffuse 
knowledge ; to encourage independent inquiry ; to survey from time 
to time, by the light of mutual reflection, the positions attained ; and 
thus to seek sound guidance in the application of our knowledge 
to our practical duties. 
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Ever so superficial a retrospect over the history of the forceps will 
show us that more than once the use of this instrument has been 
defined in the most absolute and inflexible terms. And although 
arbitrary laws may have met with wide obedience, many men have 
always refused to be fettered by them. Some of these rebels may 
have carried their contempt against authority too far ; they may have 
run into contrary, even licentious extremes. But they are at any 
rate entitled to this praise, that they have kept alive the spirit of in- 
dependence, have compelled us to think over again, to doubt whether 
the laws we have been summoned to submit to were the expression of 
absolute wisdom. 

At this moment practice differs widely. And this difference is not 
so much the result of the different teaching of the schools, as it is of 
local and individual accidents. Side by side we see men using the 
forceps once in every nine or ten cases, or oftener still; and others 
using it, perhaps, once in a hundred cases or even less ; and this 
under conditions that offer no explanation of the difference in prac- 
tice. Looking at the actual practice of the day, we may thus see 
repeated and continued the lessons of history. From the epoch of 
the invention of the forceps nearly, the same diversity of practice 
has existed. Indeed, during the early days of the forceps—speaking 
of this country, the birthplace of the forceps—it seems probable that 
the forceps was more commonly employed than it was thirty or forty 
years ago. Now and then the use has become so free as to take the 
character of abuse ; and then an outcry has arisen, followed by re- 
action and restriction. Thus, preceding and during the time of 
William Hunter, Osborne, and Denman, instrumental interference 
was frequently had recourse to unnecessarily, and unskilfully we may 
“assume, since these illustrious men thought it right to exert all their 
‘authority in discouraging the use of instruments, and in inculcating 
blind faith in nature as the better way. So earnest was their zeal, so 
commanding was their authority, that men were driven back into the 
opposite extreme of supine inaction. Rules were laid down, and 
widely obeyed, which too frequently allowed parturient women to 
drift into danger, injurv, and death. ‘Thirty years ago, even, the law 
of Denman was taught that enjoined us to wait until the child’s head 
had rested for six hours on the perineum before resorting to the for- 
ceps; and this policy of procrastination was scarcely mitigated by 
the associated rule that “no case was to be esteemed eligible for the 
forceps unless the ear of the child could be distinctly felt.” Many 
of us may remember this sort of teaching. Its inflttence may have 
been beneficial in repressing reckless and unskilful operators ; but, 
as might be expected, the neglect of the forceps has entailed the 
very dangers for which it was denounced. The casuist may balance 
the degrees of culpability of the man who, seeking to help a woman, 
injures or destroys her, and of him who, trusting alone to hope, lets 
woman sink into perilous exhaustion and death. ‘The result to the 
victim is thesame. And we, weighing the men in the scales of science, 
may see more hope for humanity in the enterprise of the man who 
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acts, than in the blind helplessness of the man who does nothing. 
The first may improve—he may acquire judgment and skill; for the 
man who is tied hand and mind to a policy of waiting, there is no 
hope. 

So far is the question of the application of the forceps from being 
settled, that when we come to examine it critically, we find ourselves 
brought face to face with some of the most difficult problems in 
obstetric practice. 

The limitation of our inquiry to“ the.-use “or the forceps or its 
alternatives in lingering labour,” implies the exclusion from our 
iene ore 

Of those cases in which acceleration of labour is indicated by 
Bei by hemorrhage, by other complications, as syncope, 
dyspneea, apoplexy. 

; 2. Of those cases in which the child is in danger from prolapse 
of the umbilical cord, or other causes independent of protracted 
labour. 

In studying the question before us, we are naturally drawn to 
institute a comparison between the results to mother and child, as to 
injury and death, under the two opposite practices of free resort to 
the forceps, or to its alternatives ; these alternatives being understood 
to comprise—(1) simple inaction, or expectancy ; (2) ergot or other 
oxytocics ; (3) the fillet or lever; (4) compression of the uterus, or 
other manceuvres, not instrumental. 

This, the statistical method, which seems to promise so much, is 
not free from objection. It is, in the first place, not easy to obtain 
facts that are fairly comparable. And even could this postulate be 
secured, it would not follow that we could decide for or against the 
free use of the forceps because the injuries and deaths of mother and 
‘infant were more frequent under resort to the forceps or its alter- 
natives. 

This brings us to the definition of the state which demands or 
justifies interference. How shall we define this state ? 

Several reasons concur in leading me to quote the rules of Collins, 
the younger Ramsbotham, and George Johnston. 

Collins gives the following as the conditions for using the forceps : 

—‘ Generally speaking, so long as the pulse remains good, the 
bowels and bladder act well, the soft parts remain free from severe 
pressure, and uterine action continues so as to cause the presenting 
part to descend ever so slowly, the patient having no pain in the 
abdomen on pressure, or local distress, the child at the same time 
being alive, as indicated by the stethoscope, I am satisfied no attempt 
should be made to deliver with instruments, and that he who does so 
wantonly exposes both mother and child to danger.... The 
necessity alone of freeing our patient from impending or present 
danger should induce us to resort to instruments.” 

Ramsbotham says: “ If pains are subsiding gradually or have dis- 
appeared, strength failing, spirits sinking, countenance anxious, pulse 
120 or more, tongue coated, dry, brown, or raspy, two or three rigors, 
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tenderness on pressing abdomen, green discharge, preternatural sore- 
ness of vulva, heat and swelling of vagina, head locked, vomiting, 
hurried breathing, delirium, or coldness of extremities, then delivery 
must of necessity be effected, and we should be acting most injudiciously 
to allow the case to proceed until the four last-named symptoms 
appear without relief being offered..... But so long as the 
uterus is contracting with energy, the strength and spirits good, the 
countenance natural and cheerful, pulse under 100, tongue and mouth 
moist and clean, no vomiting or rigors or heat, swelling or tenderness 
of parts, so long as the head retreats in the absence and advances in 
the presence of pain, provided there be any progress in the labour 
from hour to hour, so long there can be no necessity for instrumental 
aid.” 

George Johnston states the case as follows (1872) :—‘‘ We have 
come to the conclusion, and our established rule is, that so long as 
nature is able to effect its purpose without prejudice to the constitu- 
tion of the patient, danger to the soft parts or the life of the child, we 
are in duty bound to allow the course of labour to proceed. But as 
soon as we find the natural efforts are beginning to fail, and after 
having tried the milder means for relaxing the parts or stimulating the 
uterus to increased action, and the desired effects not being produced, 
we consider we are justified in adopting prompter measures, and by 
our timely assistance relieve the sufferer from her distress and danger, 
and her offspring from an imminent death.” 

Strictly analysed and compared, it will be found that the rules for 
interference as laid down by Collins, Ramsbotham, and George 
Johnston, representing as they do three distinct epochs and schools 
of practice, are all but identical. 

How men recognising the same principles could diverge so widely 
in practice is a curious study. It constitutes the very kernel of our 
discussion. 

Collins, in the Rotunda Hospital, in the years 1826 to 1833, used 
the forceps or lever once in 607 cases. Johnston, in the same 
hospital, in the years 1868 to 1875, used the forceps once in every 
ten or eleven labours. 

Somewhat intermediate in time between Collins and George 
Johnston, and practising under conditions somewhat different, stands 
Francis Ramsbotham, who with David Davis may fairly be said to 
have held the foremost position during their time in this metropolis 
for judgment, experience, and skill. Ramsbotham applied the 
forceps, in the work of the Royal Maternity Charity (1828 to 1850), 
once in 671 labours. There is no doubt he would have used the 
forceps more frequently had the cases all been under his control from 
first to last, as is the case in a lying-in hospital. But he could only 
act when called for by a midwife. Thus the midwife had exhausted 
the alternatives, and we may take the residuum in which the forceps 
was applied as representing practically the proportion of cases in 
which resort to the forceps was not a matter of election, but of 
necessity. Now, if we compare Ramsbotham’s experience with 
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Collins’s, we find both using the forceps in public practice—the one 
in a hospital, the other in domiciles—at nearly the same rate of 
frequency. ‘This lends strength to the conjecture that, other alter- 
natives being duly tried, the proportion of cases that imperatively 
demand the forceps does not exceed one in five hundred. If this 
prima facie case be supported by evidence that the damage and _ 
mortality endured by mothers and children compare favourably with 
the results of more active practice—say with Dr. Johnston’s,—then 
we may be led to conclude that in very many cases Dr. Johnston - 
resorted to the forceps when there was o necessity for the operation— 
that is to say, when the alternatives, as waiting or ergot, would have 
effected delivery with equal safety. 

This does not carry the condemnation of Dr. Johnston’s practice, 
for the question would still remain, after the establishment of the fact, 
that the ultimate results to mother and child were similar under the 
practice of Collins, Ramsbotham, and Johnston, whether the forceps 
would not have been better in many of Collins’s and Ramsbotham’s 
cases than the alternatives which were trusted to. For example, there 
can be little doubt that in many cases under Collins and Rams- 
botham waiting was carried to the verge of danger, whilst in 
Johnston’s cases the dangers, immediate and remote, of waiting were 
averted, and the individual and aggregate suffering in actual pain was 
immensely curtailed. We must not forget that the forceps is not 
simply an operation of necessity, but that itis pre-eminently an opera- 
tion of election. 

Passing from public practice to private practice, we find in the first 
volume of our Zransactions the records of two men of the highest 
_ stamp—the one, Robert Dunn, who practised in London ; the other, 

W. H. Bailey, who practised in Thetford, that is, in a rural district. 
It may safely be assumed that both these men conducted their 
practices conscientously and skilfully, and no one will doubt that they 
have recorded their experience faithfully. During twenty years, ending 
with 1850, Dunn used the forceps twenty times, or once in 190 cases. 
He “ often used ergot.” He had ten cases of craniotomy. He says: 
“Not in one single instance has tedious or difficult labour proved 
fatal to mother or child.” But two deaths after craniotomy must be 
considered to qualify this statement. 

Bailey, during the fifty years ending in 1859, used the forceps, itis 
presumed, very rarely. He does not specify how often. He had @ 
only two cases of embryotomy. 

Comparing Dunn and Bailey, we see, as might be expected, a 
marked contrast between the obstetric histories of a town and 
of a rural population. Dunn had a far larger proportion of 
difficult cases. Dunn’s embryotomy cases were 1 in 400, whilst 
Bailey’s were only r in 3200, Dunn’s maternal deaths were t.in 150 
nearly, and Bailey’s 1 in 430 only. It is a legitimate conjecture that 
Bailey and Dunn worked on very similar rules. The difference in 
their practice and in their results is almost certainly due to the 
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difference in the subjects they had to deal with. Another caution 
in the use of statistics, 

In discussing our question, we are met by the necessity of drawing 
a line between what McClintock called the “high” and the “low” 
forceps operations. The low operation takes simply those cases in 
which the head has entered the pelvic cavity ; the high operation 
applies to those cases in which the head is seized at or above the 
brim. The distinction is imperative. The low operation may be 
accomplished by the short or single curved forceps. It is usually a 
very simple proceeding. ‘The presence of the head in the pelvis im- 
plies, generally at least, that there is no obstacle from disproportion 
to be overcome, that the resistance of the cervix uteri and vagina 
had. been overcome, and that there remains little or nothing beyond 
the resistance of the vulva. We merely want a little zs a@ fergo to 
complete expulsion. In this conjuncture some will prefer ergot, 
some will prefer forceps. My own decision has long been in 
favour of the forceps. I hesitate to affirm that the use of ergot is 
wrong. But the following reasons for preferring the forceps are, to 
my mind, sufficient:—1. Since the publication of Hardy and 
McClintock’s report of their researches at the Rotunda, which 
showed that unless the child were born within a short time after the 
action of ergot it was very likely to be born dead. I have turned 
my attention to this point, and have seen abundant confirmation of 
the accuracy of their observations. 2. The action of ergot on the 
uterus is uncertain. You want a certain amount of uterine action. 
You give ergot, and the desired result may ensue; but it may not— 
you may have too much, or too httle. In the first event you have 
evoked a Frankenstein whose brute violence you can neither subdue 
nor regulate. The force which should be delicately adjusted to the 
resistance is in excess ; and then you have to fear the very dangers 
of lingering labour—rupture of the uterus, other injury to the soft 


_ parts, and the death of the child—which you called in the ergot to 


avert. I prefer to enlist an ally which will do exactly what I want, 
and no more. 3. In a large proportion of cases of arrest of the 
head in the pelvis, the arrest is due to malposition of the head—for 
example, to occipito-posterior positions. The occiput turns up under 
the sacral promontory, and then the driving force propagated along 
the child’s spine tells in a false direction, tending to roll the head 
more over on its transverse axis. It tends, in short, to revolve in 
extension around the promontory as a centre, instead of round the 
symphysis pubis. The driving force is wasted. Fortunately it often 
ceases or moderates. It is utterly unscientific, even dangerous, to goad 
it by ergot. The forceps is the true and effective help. It not only 
supplies the wanting force, but gives that force its proper direction, 


under conditions in the highest degree adapted to secure the well- 
| being of mother and child. 


I have now set forth what appears to me to be the first point. of 
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discussion—namely, the choice of the forceps or of its alternatives, 
when the head is arrested in the pelvis. 

I apprehend that there is not much room for disagreement upon this 
point. It is practically solved. The low operation is very generally 
in use. And provided reasonable discretion dictate the line of act- 
ing, and fair skill be used with a good instrument, this operation will 
often save the mother much present suffering, will Im many cases 
lessen or remove the risk of injury to the soft parts, lessen the risk 
of septiceemic fever, and promote the safety of the child. It is very 
easy indeed to apply the forceps in cases of this category unneces- 
sarily. But, on the whole, it may be questioned whether, at least 
in dealing with women of weak fibre, nursed in luxury, more harm 
may not ensue from habitual inaction than from over-readiness to 
operate. 

In discussing the use of the forceps, we are naturally led to inquire 
what its powers are—what it can do ? 

The forces of the forceps are—(1) tractile ; (2) leverage ; (3) com- 
pression or moulding of the head. 

The short forceps and the long forceps differ widely in the degrees 
in which they enjoy these forces. 

The short forceps has but moderate tractile power, a limited lever- 
age power, and scarcely any appreciable compressive power apart 
from what it derives from the external compression of the soft parts 
upon its blades. 

But the long forceps possesses all three powers in a high degree. 
1. It admits of tractile power greater than that of the natural 
expulsive power. 2. Its leverage power is greater, and may be 
often effective at a point beyond reach of the short forceps. 3. Its 
compressive power may be almost indefinitely increased, according 
‘to the construction of the instrument. 

Now, since all these forces, or equivalents of them, are exerted 
by nature, it is but logical to employ them in cases where nature 
fails. Ina well-devised and executed forceps-operation something is 
gained from every one of these forces. The best forceps will be 
that which enables the operator to utilise all these forces in due 
harmony. ‘Thus, excess of traction is avoided by the aid of judicious 
leverage and compression. Excess of compression is avoided by. 
judicious traction and leverage. Excess of traction and of com- 
pression—involving, the one, risk to the mother, the other, risk to 
the child—both admit of important mitigation by external com- 
pression and pushing, imitating the driving force of nature. And 
thus the highest degree of safety is secured to both mother and 
child. ‘To throw away these powers possessed in the highest degree 
by the long forceps is to abdicate a vital part of one of the most 
beneficent powers that science has ever put into our hands. 

I have only a word of caution about the use of leverage in the 
high operation. It must be applied with care and moderation. 
Its advantages are not so manifest as in the low operation. But 
those who declaim against leverage absolutely must be reminded 
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that to avoid it altogether is a physical impossibility. The great 
difficulty in practice is to find the equilibrium between the powers of 
the forceps and the resistance to be overcome. 

We now come, then, to the question of the high operation, the 
great point upon which the contest turns. Here problems com- 
paratively unknown in connection with the low operation eome into 
consideration. In the low operation we are mostly concerned with 
the second stage of labour, when the expulsion of the child is partly 
accomplished. When the high operation is in question we have 
commonly to act during the first stage of labour, when the child has 
made little or no progress, and therefore when in many cases the 
cervix uteri is imperfectly expanded. The’ head has to be sought 
and seized at or above the pelvic brim. This of course demands a 
long and double-curved forceps. There is a greater complication of 
factors ; far more judgment and skill are required in deciding upon 
and in carrying out the operation. What are the conditions which 
demand or justify the high operation? I will first cite the plea of 
Johnston :—‘‘I became,” says Johnston, “an advocate for the more 
frequent use of the forceps... . from having witnessed on many 
occasions the direful results arising from allowing the labour to con- 
tinue for hours unrelieved. The painful effects of such a system 
became evident in numerous instances of inflammation and sloughing 
of the vagina, ruptured uterus, and other accidents, too often ending 
in fatal consequences.” He especially dwells upon the injurious 
effects produced by long pressure of the head on the soft parts in 
cases where the liquor amnii has escaped at the commencement of 
labour, and the danger that arises from the head pressing on the 
expanded cervix uteri before the os is fully dilated. He asks :— 
‘“Why should we permit a woman to undergo hours of torture? 
. . .. Why should she be allowed to waste her strength and incur 
the risks consequent upon the long pressure of the head upon the 
soft parts, the tendency to inflammation and sloughing of the vagina, 
or the danger of rupture of the uterus, not to speak of the pozsonous 
miasm that emanates from an inflammatory state of the passages, the 
result of tedious labour, and which is one of the fertile causes of 
puerperal fever . . . . attributed by some to the influence of being 
confined in a large maternity ?” 

All this argument applies to the low operation ; but, tested by 
Johnston’s practice, it applies chiefly to the high operation. 

Johnston is brought into direct collision with those authorities who 
teach that during the first stage of labour little mischief from pressure 
on the soft parts (we of course exclude cases of disproportion), and 
little other mischief, is to be apprehended during the first staze of 
labour ; in short, that the term “ lingering labour” has no practical 
significance until we arrive at the second stage. If we accept this 
doctrine the question is solved—our discussion is at an end; Dr. 
Johnston and those who advocate the high operation are out of 
court, or nearly so. But is this sentence just? Must we go back to 
the narrow dicta of William Hunter, Osborne, and Denman? Must 
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we declare that Smellie, Perfect, David Davis, Francis Ramsbotham, 
to say nothing of our predecessors and contemporaries in Europe 
and America, who so frequently resort to the high operation, are 
all wrong? We should surely repudiate such a sentence, and 
none the less because many of us would be included in the same 
condemnation. 

It may be at once admitted that there are cases of lingering labour 
during the first stage—that is, before the cervix uter1 is fully oon 
and before the child’s head has entered the pelvis. 

One order of such cases may be quickly dismissed. Those in 
which the uterus is more or less paralysed or disordered in its action 
by excess of liquor amnil, by the presence of twins or too large a 
child, or by extreme rigidity of the cervix uteri. The first difficulty 
is often got over by simple puncture of the membranes But not 
seldom the evacuation is not complete enough ; the head drops upon 
the unexpanded os uteri, and blocks the way of escape like a ball- 
valve,.and labour is suspended, “lingering.” In such cases I have 
often obtained quick release by introducing one blade of the forceps. 
This lifts the head off the cervix, forms a channel for the flow of the 
ponded-up waters, and calls out the reserved diastaltic function. If 
the uterus and system have been so far weakened as not to respond 
to this tentative measure, the second blade is introduced, and the 
proper action of the forceps 1s invoked. 

Secondly, labour also may become lingering in the first stage 
because the chz/d is dead. When the child has been dead some 
time, it has lost its resiliency, and driving force acting upon it tends 
to compress it into a ball, instead of propelling. it onwards. 
Craniotomy would be the proper alternative here. But until we 
know the child is dead, the forceps is preferable. And monsters 
commonly cause lingering labour for analogous reasons. 

‘Then we come to a third order of cases, in which the liquor amnii 
has sufficiently escaped, and in which the head rests upon the brim, 
or is only partially engaged within the brim, and the cervix uteri is 
imperfectly expanded. We may here call to mind the general fact 
that the full dilatation of the cervix is effected by the eccentric 
pressure of the bag of membranes and of the child’s head, and that 
consequently we do not expect to find full dilatation until the head 
can engage in the pelvic cavity. It is true that in some cases of 
very protracted labour, the uterus, shortening itself under long- 
continued efforts, may open, whilst the head is delayed above the 
brim. But the fact remains generally true that so Jong as the head 
is above the brim, the cervix is only imperfectly expanded. Hence 
it follows that to apply the forceps to the head above the brim the 
blades must generally be passed through an imperfectly dilated 
crvix, We must recognise this tact, because it is a direct infringe- 
ment of the old canon never to use the forceps until the os is fully 
expanded. We see in this fact also one broad distinction between 
the low and the high operation. 


What are the cases, the liquor amnii having escaped, the head . 
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resting on the pelvic brim, and the cervix imperfectly expanded, 
which call for the forceps or its alternatives? We may clear the 
ground by saying that the first alternative to try is patience and 
reasonable time. Ergot is open to even graver objection in this case 
than when the head is in the pelvis. Without condemning the 
practice of those who do use it, I may be permitted to repeat that I 
myself would not use it. Delay at the brim may be due to minor 
degrees of disproportion, and this is not always easy to diagnose. 
Ergot, therefore, may be injurious as well as uncertain. 

There is another order of cases in which the head is delayed at the 
brim, which involves the conditions of lingering labour—I mean cases 
of overhanging belly and uterus, in which the abdominal muscles fail to 
keep the long axis of the uterus and child in due correlation with 
the axis of the pelvis. Here the forceps is especially useful, even 
though the cervix be not fully dilated. The alternative is turning. 
Both are facilitated by delivery in the dorsal posture, and by com- 
pression of the abdomen. 

We may now apply the test, What is lingering labour? For it 
will scarcely be denied that, if the signs of lingering labour are 
manifested whilst the head is above the brim, we are as much called 
upon to interfere as when the same signs are manifested, the head 
being in the pelvic cavity. And unquestionably these signs may 
occur ; but they will occur much more rarely than at a later period— 
that is, during the second stage of labour. ‘To state the proposition 
is almost to prove it. Fatigue, exhaustion, is a question of time. 
It is not necessary, then, to insist that a patient’s strength may take 
her easily through the first stage, and yet be inadequate to carry her 
through the second: just as a pedestrian may do his first ten miles 
without distress, and yet break down during the next lap. It may 
be true that the first stage presents the greater ditficulties, but then 
these are encountered by fresher powers. 

Let us take it, then, as granted that the high operation is some- 
times called for. But experience, as recorded by Collins, Ramsbotham, 
and a host of others, compels us to affirm that the zecesszty for this 
operation cannot be frequent. The frequent resort to the operation, 
then, must rest for its chief justification upon its w/z/¢y, and in utility 
is included safety. Apart from the cases of necessity, when is the 
operation useful? and what are its dangers—I mean those pertaining 
to the operation itself? 

I will first take the question of danger, assuming, of course, 
reasonable skill. The forceps has to be introduced through an im- 
perfectly expanded cervix. Dr. Johnston admits danger. He is 
careful to say, “‘I must here caution the practitioner that this 
operation is not without danger in unskilful hands, by whom it 
should never be attempted.” Iam disposed to go farther, and say 
‘that this operation is not without danger even in skilful hands. The 
‘width of the fenestra of the forceps is about two inches. When 
‘both blades are applied to the head we have a globe measuring 
“generally more than four inches in diameter to bring through the os 
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uteri. But the os uteri may be three inches or lessin diameter. We 
must therefore apply the blades high above the os uteri. This is 
generally not very difficult. I have often done it. The difficulty 
comes later. You begin extraction. If the os is easily dilatable— 
and sometimes it is so—it is dilated after a process closely resembling 
that of nature. The head globe is made to open it. But it frequently 
happens that the os is not so easily dilatable. The natural order 
and process of labour has been disturbed, partly, it may be, by the 
difficulty which made it lingering, and partly by the interference of 
the operator. ‘This disturbance is very apt to entail, if not spas- 
modic rigidity, at any rate a passive unyieldingness of the cervix. 
Thus, what happens if you put on traction? The whole uterus and 
child are dragged down together some way, and sometimes very far 
towards the pelvic outlet. The blades of the forceps divergent 
with the head between them, will not come through the narrower os. 
Traction under these conditions must often be continued for a long 
time—an hour or more—before the head will come through. And 
during all this time the pressure upon the inner surface of the lower 
segment of the uterus and upon the thin edge of the os uteri is very 
great, sometimes more than it will bear with impunity. Some amount 
of bruising is Inevitable—more, perhaps, than it would have under- 
gone if left to nature—and not seldom, as I know, the os uteri is 
torn. And this also I know, that during this artificial dilatation of 
the cervix the suffering of the woman is greater than when the 
dilatation is effected under the natural forces. Then, again, the 
disturbance of the natural process of parturition, the due sequence 
of its acts being perverted, entails after-trouble. I am sure that the 
disposition to retention of the placenta and hemorrhage is increased. 
Now, these are precisely the effects of lingering labour which we 
urge as our excuse for operating. What have we gained ? 

This objection applies with peculiar force to primipare. The 
cases must be extremely rare in which there is any danger from 
lingering labour in the first stage, apart, of course, from obstruction 
due to disproportion, or malposition. Yet we find Dr. Johnston 
applying the forceps to 123 primiparee, before the os uteri was fully 
dilated ; in 103 there was “early rupture of the membranes.” Of 
these, in 64 cases the head was above or in the brim; 9 of the 
women died, “‘ 3 from convulsions ; 2 of gastro-enteritis ; 1, sloughing 
of vagina; I, peritonitis; 1, uterine diphtheritis; 1, distress of 
mind. In none of these cases at post-mortem examination was 
there seen any injury to the os uteri beyond the ordinary fissuring 
that would take place in first labours.” Accept this, as I do, without 
reserve ; still, that an undue degree of contusion was caused, that 
suffering and shock from the violent derangement of the process of 
labour were increased, and that these conditions may have influenced 
the mortality, we may be permitted to suspect. 

A most serious objection to the high operation lies in the difficulty 
of diagnosing whether the case before us is one that fairly admits of 
the operation being carried out. There are, for example, minor 
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degrees of obstruction, from slight pelvic contraction, from rigidity 
of the cervix uteri, or from slight excess in size or want of plasticity 
of the child’s head, which the long forceps may succeed in overcoming. 
We are, in fact, on the very border-line of the dominion of the forceps ; 
and we cannot always tell, until we try, whether the forceps is equal 
to the trial or not. In the case of primipare this point is especially 
difficult to determine. It may to some extent be determined—first, 
by exploring the brim of the pelvis fairly by the hand under anes- 
thesia ; and, secondly, by a tentative use of the forceps. We can 
but give it up for turning or craniotomy if it fail. 

We may do much to overcome rigidity of the cervix uteri by 
copius warm water irrigation and the hydrostatic bags. 

There is an argument which the advocates for the free use of the 
forceps urge, and justly urge, which claims the most earnest attention. 
Neglect of the forceps entails abuse of craniotomy. You wait so 
long that at last the child has to be sacrificed in order to save the 
mother. A careful survey of the annals of obstetric practice justifies 
this conclusion. I have drawn up a table to illustrate this point. 
Thus, Collins’s craniotomy cases were 1 in 211, whilst his forceps 
cases were I in 607; Ramsbotham’s craniotomy cases were I in 
802, his forceps cases 1 in 670; Johnston’s craniotomies were I in 
281, his forceps cases 1 in 104. These refer to the ordinary run of 
public practice. But if we take the records of the most ardent 
opponent of the forceps, the late Robert Lee, we shall have the most 
striking example of what a doctrine carried out to the most rigorous 
extreme will lead to in practice. During an active consultation 
practice, ending in 1863, Dr. Lee performed craniotomy in 186 cases, 
and used the forceps only in 53. He never used the long forceps. 
No one can peruse the histories of his cases without the painful con- 
viction that in many instances tie long forceps might, with advantage 
to the mother as well as to the child, have been substituted for cranio- 
tomy. It is true that this terrible experience is the record of con- 
sultation practice. He was commonly called in to cases which had 
drifted within the confines of danger. We must farther remember 
that he practised during a reign of terror, which he himself had 
done more than any man to create, when to use the long forceps 
was held to be almost a criminal act. But, making the most liberal 
allowance for all this—admitting that he would meet with a larger 
proportion of desperate cases than can possibly occur again—the 
preponderance of the perforator over the forceps will still strike us as 
appalling. 

I may here state that my experience of the comparative resort to 
the forceps and craniotomy, and of the mortality of mothers and 
children in the practice of the Royal Maternity Charity, is very 
similar to that of Ramsbotham, whom I succeeded; and I think 
I may appeal to my successor, Dr. Roper, to support the propo- 
sition that the statistics of this great institution still bear the same 
evidence. 

I regret that leisure utterly fails me to draw out an analysis of my 
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forceps and craniotomy operations during an active consultation 
practice of twenty-five years, but I may safely venture on the state- 
ment that my forceps and turning cases greatly outweigh the cranio- 
tomies. Contrasted with craniotomy, the forceps is frequently an 
elective alternative operation. And so, again, turning is not seldom 
an elective alternative against craniotomy. To have demonstrated 
this I take to be one of the many claims to the gratitude of mankind, 
and to a place in Westminster Abbey, which Sir James Simpson has 
established. 

Taking a scientific point of view, craniotomy should never be the 
alternative forthe forceps. ‘The dominion of this sacrificial operation 
is totally distinct from that of the conservative operation of the 
forceps. ‘To apply a recent famous political expression, we may take 
it that there is a “scientific frontier’ against craniotomy. We have 
not yet secured this frontier. We may never acquire it absolutely. 
But it nevertheless exists potentially ; and it is our duty to strive 
after it by constantly advancing the outposts of the forceps and of 
turning. 

I beg leave to conclude this rapid and inadequate review of a 
difficult question by stating the following propositions as presenting 
the points that chiefly challenge discussion :—- 

1. In lingering labour, when the head is in the pelvic cavity, the 
forceps is better than its alternatives. 

2. In lingering labour, when the head is engaged in the pelvic 
brim, and when it is known that the pelvis is well-formed, the forceps 
is better than its alternatives. 

3. In lingering labour, when the head is resting on the pelvic 
brim, the liquor amnui discharged, and it is known, either by explor- 
ing with the hand or by other means, that there is no disproportion, 
or only a slight degree of disproportion, even although the cervix 
uteri is not fully dilated, the forceps will generally be better than its 
alternatives. 

4. In proportion as the head is arrested high in the pelvis, in the 
brim, or above the brim, the necessity, the utility, and safety of the 
forceps become less frequent. 

5. Asa corollary from the preceding proposition, increasing cau- 
tion in determining on the use of the forceps, and greater skill in 
carrying out the operation, are called for. 

In most things there is a middle way. ‘Ni jamais, ni toujours,” 
is a proverb full of wisdom. I cannot better illustrate the wisdom of 
deducing the greatest good from over-caution on the one hand, and 
from too bold enterprise on the other, than by citing the precept and 
practice of Boér. This famous surgeon, having witnessed in [aris 
the extreme activity of French midwifery, and in London the too 
procrastinating practice of England, recognised the middle course as 
the best, constructed his forceps of medium length, saying, “ Every- 
thing is not to be taken away from Nature, neither is everything to 
be left to her.” 

The PRESIDENT said: I am sure, gentlemen, I shall be expressing 
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the unanimous opinion of the Society if I state how deeply indebted 
we are to Dr. Barnes for his very interesting and philosophical Paper. 
It is one of the most valuable contributions on the use of forceps 
with which I am acquainted. I shall not now trespass upon the time 
of: the Society by making any observations, inasmuch as there are 
several gentlemen present who have come from a great distance, and 
whose views on the subject of discussion we shall all be anxious to 
hear. I may just say that the one point on which Dr. Barnes did 
not seem to me to enter so largely as the terms of the discussion 
might have admitted, and upon which we shall be pleased to hear 
the experience of any gentlemen who will enter into it, is the value 
of uterine compression and ergot as taking the place of the forceps. 
Dr. GEorGE Kipp (of Dublin), being called upon by the Presi- 
dent, said: I would rather that some of your London leaders had 
risen to open this discussion. I came here far more to obtain in- 
formation than to take any part in the proceedings. The subject is 
one which has, however, occupied a great deal of my attention, and a 
great deal of the attention of the Dublin Obstetrical Society, for 
some time past. With regard to the use of the forceps in what may 
be called the low operation, I believe we are all agreed that it is 
advisable—that it contributes to the safety of both the mother and 
the child. Some eight or ten years ago, when I first had the honour 
of sitting as President of the Dublin Obstetrical Society, I laid before 
the Society an analysis of the published reports of the Rotunda 
Lying-in Hospital, in which I attempted to show—and I still believe 
1 did show—that, in proportion as the forceps were freely used in 
cases of difficult and tedious labours, the deaths of the mothers 
decreased, and the lives of the children were saved. I scarcely think 
it necessary to occupy the time of the Society by dwelling upon this 
point. The more important point, I think, is with reference to the 
high operation, as it has been called. Now, Dr. Barnes has spoken 
to-night of the high operation, and I think he has not clearly defined 
it. The proposition that has been made of late days is that we may 
use the forceps before the os uteri is dilated. Now, as the term 
‘‘high operation” has been generally accepted as applying to where 
the os is dilated, but the head is still lying at the brim, on that point 
there can be little difference of opinion. If the os is fully, or nearly 
fully, dilated, and the head lying at the brim, and making no pro- 
gress, I do not think any of us will hesitate to apply the forceps in 
that case. But when a gentleman tells us that with an os that will 
barely admit the tip of his finger he would proceed then to apply 
the forceps, he throws down a challenge which I for my part cannot 
resist. The important and essential point, I believe, is this: Are we 
to use the forceps where there is an undilated os uteri? Dr. John- 
ston, who is the great advocate for the early use of the forceps, and 
the use of it in the first stage, lays it down as a rule that it may be 
used with an undilated os uteri, but it must be a dilatable os. I 
believe that there are many of these cases in which it is quite un- 
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of the alternatives will be a great deal safer for both mother and 
child. You may have an undilated os, but in a dilatable condition, 
under varying circumstances. In the first place, it is not uncommon to 
meet with the os in this condition when the membranes have not 
ruptured. I have seen cases where a patient has been many hours 
in labour, and the os has not yielded ; the cervix is full, the mem- 
branes are unbroken, but they do not come down so as to press upon 
the.os and dilate it. The os may be not larger than will admit the 
tip of the finger. But, sir, if one were to introduce the finger into 
that os and detach the membranes around the cervix, wait a little 
time, and when a uterine pain comes on make a little gentle pressure 
with the pulpy part of the finger against the margin of the os, that 
os will dilate, and the membranes will soon come down and form a 
wedge-like protusion through the os and dilate it sufficiently, and the 
patient will deliver herself in a short time without any interference of 
instruments. I believe that isa much safer and better practice for 
both mother and child. ‘Then, sir, you have the os undilated, but 
in a dilatable condition, after the membranes have broken. The 
membranes may break early, and the os dilate. The head comes 
down upon it and takes the place of the membranes, and in a little 
time will dilate that os. There may be delay about it, it may be a 
slow process, it will be a painful process, more painful to the patient 
than if the membranes were unbroken, but it is a process that will be 
accomplished in a short time, and which the obstetrician may greatly 
assist without the use of the forceps. If he pass his finger into that 
os and sweep it gradually and cautiously round, it will yield very 
quickly before him. If the patient has been properly treated, that 
os will yield in a short time with very little assistance ; but if she has 
been over-stimulated and over-heated, and encouraged to make 
voluntary exertions, and the head is forced violently down upon it, 
she may become feverish, and the parts become inflamed, and you 
will have a quick pulse and a great deal of restlessness and pain. 
Still, I do not believe it is a condition in which it is wise for us to 
introduce the forceps. If we have an os uteri dilated two-fifths, as Dr. 
Johnston has proposed to measure it by fifths, or to the extent of 
about an inch and half in diameter, to proceed in that condition to 
introduce the forceps, to drag the head down through it, is, I believe, 
a dangerous practice—a practice very likely to lacerate the uterus, 
and to be followed by evil consequences to the mother. Whereas 
by making use of some of the alternatives—letting the patient have a 
warm bath, douching her with warm water, giving her a good dose of 
chloral, or putting her under the influence of chloroform—in a few 
hours, orlessthan hours, perhaps, the os will dilate, the parts will become 
soft and yielding, and the head will come down through it, and then, 
if necessary, you can employ your forceps with safety, and with ad- 
vantage. But there is a class of cases in which the head remains 
above the brim, and the os is not fully dilated, in which I am sure to 
apply forceps isa good practice and a very desirable one ; where there 
issome minor disproportion, where you have a malposition, where 
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you have an occipito-posterior presentation of the head, and the head 
does not come down upon the os to dilate it. The membranes have 
dilated it so far that at length they have given way, and the os re- 
mains with no pressure upon it, because the head cannot come down 
to press upon it. If you leave a patient to the throes of labour un- 
aided and unassisted, you will soon have powerless labour set in ; the 
uterus will become inflamed, the woman will become feverish, and 
you endanger her life. In a case of that kind I quite go with the 
proposition that to use the forceps is a useful and most desirable 
practice. I think it is not a little remarkable that in Dr. Johnston’s 
169 cases in which he applied the forceps before the os was dilated, 
he had nine deaths—that is, more than 5 per cent. of his cases died. 
But we all know, that, as a rule, delay in the first stage of labour is not 
attended with such an amount of risk as this. Dr. Churchill col- 
lected the details of a large number of cases in which there was great 
delay in the first stage of labour; he considered no case as lingering 
unless it had.exceeded sixteen hours in the first stage, and his cases 
ran from sixteen hours to 176 hours ; and of some 160 cases of which 
he collected the full notes—not selected cases, but consecutive cases 
—in which this occurred, there was not a single death, not a single 
case exhibited any evil consequence of delay in the first stage of 
labour. Dr. George Johnston himself has placed before us a large 
number of cases in which there was delay in the first stage, and in his 
report of the Lying-in Hospital under the mastership of Dr. Shepperton 
—a report-of Dr. George Johnston and Dr. Sinclair—he gives us the 
details of ninety-one cases of delay in the first stage of labour ; and I 
think in these cases there was not one death of the mother, nor a 
single evil consequence of delay. Contrast that with the result of the 
practice of using the forceps in the first stage where 5:22 per cent. of 
deaths took place. ‘There is another point that seems to me to illus- 
trate very strongly the danger of this practice of using the forceps in 
the first stage of labour, and that is that the proportion of deaths bore 
a striking relation to the smallness of the os uteri when the instru- 
ment wasapphed. If you examine Dr. George Johnston’s cases, the 
first thing that stnkes one about them is that all the deaths 
were in the first labours; there were no deaths occurring in 
second labours—I am speaking now of the application of forceps 
during the first stage of labour. Altogether he used it in 169 
cases; In 59 the os was dilated only two-fifths of its extent— 
that is to say, the os was dilated to a diameter of about an inch anda 
half ; 44 of these cases were primiparous patients, and 15 of them 
were pluriparous. Of these 44, 6 died, being at the rate of rather 
more than 13 per cent. of the patients in which the forceps were 
used, the os being dilated two-fifths. If we exclude two cases of con- 
vulsions which were brought into the hospital in a coinatose condition, 
out of 42 patients, 4 women died, being at the rate of 9°5 per cent., 
where the os was only dilated two-fifths. In his next class of cases 
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parous patients 2 died, or 3°77 per cent. None of the pluriparous 
patients died. When the os was dilated to four-fifths, excluding a 
case of convulsions brought into the hospital in a comatose condition, 
none of the patients died. One of the primiparze was brought in in 
a comatose condition, and she died, but certainly not as the result of 
the application ofthe forceps. I say this affords very strong evidence 
of the danger attending this operation; and the danger is exactly in 
proportion to the smallness of the os at the time the operation is per- 
formed. I think there can be no doubt that we are greatly indebted 
to Dr. Johnston for having shown us that we can deliver a patient with 
the forceps in the first stage of labour. Although the practice may 
have been adopted by others, he certainly is the man who has taught 
the profession that it can be done; and he has shown us that we 
have in certain cases this alternative—that, if the necessity arises, we 
can use the forceps in the first stage, and deliver the patient with, 
perhaps, much greater safety than we could leave her undelivered. 
But to follow out the practice, and adopt it as freely and generally as 
he has done, would, I maintain, be attended with danger and risk to 
the patients. I came here, sir, for the purpose of hearing the 
observations of my London brethren, and I scarcely meant to occupy 
your time at all. We have discussed the subject very fully in Dublin, 
and we have, of course, taken different views; but I hope that the 
discussion to-night will be one that will put the matter in clear and 
full light, and will serve as some guide to the profession. But to let 
it go forward as our teaching that we may always use, or should 
always use, the forceps early in the first stage of labour, when there 
is no urgent demand for it except the time that has been passed, 
would, I think, be most unfortunate for society and for our 
profession. 

Dr. THORBURN (of Manchester).—As you were kind enough to 
call upon those who have come from some little distance to offer any 
observations upon this subject, I cannot avoid rising to thank Dr. 
Barnes for the very able manner in which he has placed it before us. 
I am very glad to find that he has not endeavoured, as some have 
endeavoured, to put before us in anything like a statistical or definite 
way the frequency with which the forceps should be used in the low 
operation. I believe it is utterly impossible by any amount of 
speaking or writing to do anything of the kind, and that the only 
principles upon which we can regulate our practice in this respect 
are to be guided by two rules. The first of these rules is never to 
use the forceps solely, or at all I may say, for our own convenience— 
to save our own time ; and the other rule is, when the parts are fairly 
dilated, never to allow an unfortunate woman to undergo a long 
period of tedious suffering which we can at ence mitigate by an 
operation that is perfectly safe. Beyond this I do not think it is at 
all possible to go. I feel myself personally indebted to Dr. Barnes 
for having given the high weight of his authority to the practice of 
using the forceps in the high operation, when the os uteri is not fully 
idilated ;-and I do not think Dr. Kidd has exactly opposed himself 
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to what Dr. Barnes said on the subject. No doubt there must have 
been a considerable amount of nonsense, I should say, talked on this 
subject in Dublin—I do not mean by Dr. Kidd; but if it has been 
suggested by any one that it should be at all a common practice to 
introduce the forceps into the uterus when the os uteri was only 
about an inch or so in diameter, and apparently for the mere purpose 
of dilating the os uteri, that is not what Dr. Barnes would recom- 
mend. It is perfectly within the knowledge of all of us that there 
are a good many cases where, owing to the pendulous abdomen, or 
to some slight disproportion, or to some cause which we cannot 
diagnose, the head remains for a very long time obstructed at the 
brim, unable apparently to descend; the os uteri, although mode- 
rately dilatable, is not widely dilated, and yet it is perfectly apparent 
that it is not the obstacle to delivery. In these cases, if you allow 
too long a time to elapse, you allow the head to be pressed against 
the higher portion of the uterus, against a segment higher up than 
the os uteri, and you incur very great danger in that way. I am 
quite satisfied that the forceps under those circumstances can be 
easily and safely introduced; that if once placed fairly upon the 
head, if a powerful pair of forceps be used, which always means a 
gentle pair—if these be used steadily and slowly, according to the 
emergencies of the case, not merely for the purpose of dilating the 
os uteri, but having to do so to complete the dilatation in the pro- 
gress of the descent of the head, I believe under these circun:stances 
the os can be as slowly and as safely dilated in this way as it may be 
even by Dr. Barnes’s hydrostatic bags themselves. This, I think, is 
really more what Dr. Barnes wished to impress upon us. It is a 
practice which I should wish to see held before members of the 
profession. I wish in doing so he had spoken a little more firmly 


and strongly against the practice of using ergot as an alternative 


under these conditions—that is to say, when the os uteri is not 
dilated. Now, we are very much assisted in such an operation as 
this by the use of antiseptics and chloroform, and I think some little 
confusion has arisen in all our discussion upon operations of this 
kind in midwifery by forgetting that we sometimes endeavour to 
compare the dicta of men who either have not, or did not, use 
chloroform with the dicta of men who do or did use it. When we 
do that, we are perfectly certain to find a number of apparent con- 
tradictions which are not real, because I am quite sure it must be 
the experience of every one of us that in the most serious forceps 
operations forceps with chloroform is a very different affair from 
forceps without it. I do not mean, of course, to endorse the 
wonderful dictum promulgated at one time by one of our teachers, 
that we should not use chloroform in order that we may know 
by the pain given when we are forcing the edge of the forceps 
through the vagina or the uterus ; but, on the contrary, I believe there 
are many cases suitable for forceps if chloroform be given which are 
not and could not be suitable for it if chloroform be not given, on 
account of the comparative undilatability of the parts. There is just 
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one other point which has struck me as of some importance, and 
that I do not remember ever to have noticed among medical men, 
though I once mentioned it to a Society of our own at Man- 
chester, which, I believe, throws some light upon the use of the 
long forceps operation—that is to say, the use of the forceps at 
the brim, independent of the presence of the os. The British forceps, 
as Dr. Barnes in his work has so forcibly pointed out, is probably quite 
as effectual as those used in France, or largely in America, as a tractor, 
and also as a lever; but undoubtedly the British forceps, as we have 
them in the best of them, are decidedly inferior to the French forceps 
as compressors. It is chiefly in the more serious forceps operations 
that we do want and must have the compressing power of the forceps ; 
and I should like to point out a very simple way indeed in which we 
can increase almost indefinitely the compressive power of ordinary 
English forceps under such circumstances. If you apply the blades 
of the forceps to the head and grasp the handles—tie them together 
if necessary ; it is not a good practice as a rule—you get then as 
much compression as the instrument seems to be capable of produc- 
ing, and if you allow for the spring of the instrument, it is not a very 
great deal. But supposing, instead of grasping the whole handles, 
you only fix together the extreme ends of the handles, either by a 
slip or a piece of tape, then if you will hold the forceps up and 
stick something small between the other ends of the handles, so as to 
separate them as you force these two handles separate, you bring the 
blades of the instrument together, and in this way, by alittle thickness 
not much greater than the thickness of this pencil introduced between 
the upper ends, while the lower ends are tied together, you bring the 
two blades'of the forceps much closer together. I have produced 
this result in this way: drilling a hole through the one handle and 
fitting a screw to it. It is, of course, only used in comparatively rare 
cases. Meeting, as I have done, with cases at the brim, where I had 
almost entirely been foiled by the use of the forceps in the ordinary 
way, I have fastened together the lower ends of the handles, and with 
this screw have separated very slowly the upper ends of the handles, 
and in this way brought the handles together to a very much more 
considerable extent. By this means on at least two occasions I have 
succeeded in delivering two living children, where I had otherwise 
given up all hopes of doing so. Although, of course, I use a consi- 
derable amount of pressure, I think this is more safe both for mother 
and child than the other alternative of turning in such a case. 
Professor STEVENSON (of Aberdeen).—I shall endeavour to show 
my appreciation of your kindness and the honour you have done us 
in calling upon us to take part in this debate early by making the 
remarks which I have to inake as briefly as possible. It has afforded 
me much pleasure, certainly, to be present on this occasion and to 
meet with so large a number of the representatives of midwifery, not 
only of the metropolis, but also of the provincial towns and the sister 
island ; and I regret that I am the only one present who may be said 
to represent the Scotch school of midwifery. I will, however, still 
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claim Dr. Matthews Duncan as a representative of the Scotch school, 
seeing that it is not so long since you stole him from us; and he made 
his great reputation in Scotland. However, I think it is but right 
that the Scotch school should be represented, seeing that it has special 
characteristics which I think have important bearings upon this dis- 
cussion. We have one special characteristic which I think has this 
special bearing—that is, we have double the time of teaching which 
the other schools have. It has also been the characteristic of the 
Scotch school from the days of Burns and Hamilton, which take us 
back to the beginning of this century, to promulgate the doctrine that 
ineffectual contraction of the uterus should not be tolerated, that it 
does injury to the patient, and if you cannot help on labour you 
should arrest it. This has been fully borne out by the researches and 
teachings of Sir James Simpson, who, perhaps more than any other, 
established the doctrine that prolongation of labour is extremely in- 
jurious to the mother. Then, again, I cannot forget the fact that this 
discussion really originated in Scotland ; the keynote of the discussion, 
at all events, so far as the early use of the forceps is concerned, was 
really sounded there. Although the general practitioners of Scotland 
may, perhaps, not use the forceps so frequently as Dr. Hamilton or 
Dr. Barker would recommend, yet I must say, from my acquaintance 
with the general practice of my brethren, I know, as a rule, they do 
use the forceps frequently and early, that they regard them as safe, 
and, in fact, that in practice they have followed out the principles so 
ably laid down by Dr. Barnes, that in the forceps we have the best 
means of counteracting the dangers attendant upon the protraction of 
labour or undue disproportion of time in labour. It has been argued 
against the position which we take up regarding the early use of the 
forceps—and remember, by the term “early use of the forceps” I 
mean the use of it whenever you are convinced that labour is becom- 
ing dangerous, not waiting to see if it will finish without danger, but 
whenever you are convinced of its becoming dangerous—I say the 
early use of the forceps has been objected to upon the ground that it 
is dangerous to give our authority for this practice in case it may be- 
come injurious in the hands of the inexperienced. But I have always 
felt that in my teaching I could not lower the principles which I 
promulgated to the level of the inexperienced, but rather should 
bring the inexperienced up to the level of the experienced. The 
frequency of the use of the forceps is quite a different thing from its 
early use, and when I hear of the forceps being used once in every 
five cases, or once in every eight or in every ten cases, I feel, not 
that they have been improperly used under the circumstances, but 
that the labour had not been properly attended to ; that the powers of 
that patient had not been conserved properly, and that the attendant 
had failed in his previous management of the case. It is by the 
previous management of the cases that we can prevent the too fre- 
quent use of the forceps; it is by thoroughly educating our men to 
understand, not only what is the normal mechanism of labour, but 
what is the effect of the managenient of labour ; and if we are to get 
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what Dr. Barnes has happily termed a “scientific frontier” against 
the gross use of the forceps, it is by the thorough education of our 
men—not education merely in the use of the forceps, but education 
throughout the whole system of surgery—the science as well as the 
practice of midwifery. And now, to show the bearing of my obser- 
vations upon the single question of the use of the forceps in the first 
stage of labour for the dilatation of the os. Here, I think, we have 
got into thorough confusion, from the want of relying upon what we 
have called the ‘‘scientific frontier.” It is this. The size of the os 
is no criterion, to my mind, of the progress which the first stage of 
labour has made, or that the labour itself has made; and I think that 
those who oppose Dr. Johnston have not fairly represented him, and 
that he has placed himself at a disadvantage by taking the size of the 
os as the criterion when he will apply the forceps. ‘That the size of 
the os is not the criterion which should be taken is manifest enough 
from the fact that he says he would frequently begin to use it when it 
is only the size of an inchorthereabout. We have still to get a good 
deal of knowledge before we can decide this question. ‘There are 
other conditions that are taking place besides that of the dilatation 
of the os, and it is but recently we have become acquainted with a 
most important change that is going on, and that is the elongation of 
the cervix. We hear men in discussion continually confounding 
cervix and os, as if they were the same terms. The os may still re- 
main very small, and yet the cervix may be thinned and attenuated, 
and the patient may be in extreme danger. What we require to do 
is to know what are the changes that have taken place above the os, 
or, as I prefer to call it, the parturient ring, for by using that term you 
do not confound the mere os and the cervix. I say, what you 
require to know and determine is the changes taking place with refer- 
ence to the cervix,and not with reference to the mere os. If we find 
that in cases there is evidence of the cervix being thinned and attenu- 
ated, then we are bound to use the forceps, and delay in the use of 
the forceps may end in danger of rupture of the uterus, and that is 
just the position that Dr. Johnston takes up. He has not, I think, 
ever promulgated the doctrine that you are to use the forceps in such 
cases as Dr. Kidd has mentioned, where the membranes are still 
there. The membranes, he tells us, must be long ruptured, the 
liquor amnii must be away for a considerable length of time. In 
addition to that the head must not be coming down; he must find 
that the os is not dilating, because, the membranes being away, the 
head cannot be kept down to dilate it, and that is just the very con- 
dition in which the cervix uteri becomes thinned out and attenuated, 
and there is real danger. ‘That, I consider, is the most important 
point with reference to this discussion to-night. I will conclude by 
just quoting another rule in addition to that which Dr. Thorburn 
gave, a rule which I give my students to guide them in the use of the 
forceps—that is, to treat every patient in the same way as they would 
either treat themselves, or have another treat, their ow wives. 
Dr. NEwMAN (of Stamford).—I have listened this evening, not 
only to the excellent Paper which Dr. Barnes has read to us, but to 
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the opinions of other gentlemen who have spoken from their special 
standpoint as teachers of obstetrics. If I have any claim to speak 
to you to-night it can be in no capacity of that kind, but simply as a 
practitioner of obstetrics, and that, of late years, to a comparatively 
small extent. Still the subject i is one that has interested me for long, 
and if I seem to be somewhat egotistical in what I say, I hope you 
will pardon me, and take it to mean that, speaking, as I must, from 
a narrow point of view, I am still trying to convey to you the impres- 
sions that have, by slow degrees, formed themselves in my own mind. 

Some twenty- five years ago my student course ended, and the 
obstetric teacher to whom I owe so much was the late past-president 
of our Society. I need hardly say his teaching throughout was, to 
say the least of it, not in the direction of rashness. For a number 
of years his dicta held weight with me, and I am almost disposed to 
say now that they held weight with me almost too much. I re- 
member well the first case of operative midwifery I saw was the case 
of an out-patient of St. Bartholomew’s Hospital. Labour had gone 
on for some long time. ‘The operation of craniotomy was performed, 
and some six or seven days afterwards I had the wretchedness of 
having to report the escape of a large slough and the subsequent 
formation of a large vesico-vaginal fistula. ‘The years that have 
passed since then have rather tended to make me feel that in the 
forceps—and I am purposely for one moment ignoring the difference 
between high and low operations—we have an instrument of enor- 
mous value, and one also at the same time that admits of very much 
more extended use than perhaps a school of caution would be dis- 
posed to allow. A gentleman who is not a member of this Society, 
but who is a very great friend of my own, and enjoys far more 
‘practical opportunities than I have done or am likely to do, speaking 
on this matter a few days ago, said, “I think I could send you a 
note of the number of times per thousand in which I have had 
recourse to the forceps.” His note ran thus: In the first thousand 
cases he used the forceps ten times; in the second thousand cases 
he used the forceps forty-eight times; and in the third thousand 
cases eighty times. I do not know that I have ever met witha more 
careful, more shrewd—I use the term advisedly—a more wise mid- 
wifery practitioner. ‘Then, again, I think one should to-night, at all 
events, take full cognisance of this. JI am glad it has been so fairly 
laid down that no formulz can be supposed to do more than ap- 
proximate to the truths that we have before us, because it is a matter 
of daily experience that the same thing is looked at by two men, or 
by many men, in many different ways. ‘‘Quot homines, tot sen- 
tentiz.” That is true enough with regard to matters of everyday 
life, and it is certainly true with regard to the matter of which we 
are now speaking; therefore, what to one man is comparative 
caution, would, to his neighbour differently situated, be looked upon 
as, at all events, a degree approaching to actual boldness or rashness. 

Then, again, I think one has markedly to bear this in mind. I do 
not know how you are to separate between the local result of an 
injury that Nature will inflict in a prolonged case of labour and the 
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result that may follow—and no doubt often does follow—where the 
forceps are resorted to on account of immediate and urgent danger. 
One man may, with full truth, put down to the use of the instrument 
that which, after all, has been done before his instrument was even 
taken in hand. It would ill become me to attempt to criticise any 
statements that have been put before you; only let me again, revert- 
ing to my friend’s statement, say that I think, as years grow upon us, 
personal caution certainly tends to increase, and that when one finds 
that men actively engaged in their profession in country districts 
make use of the forceps, conscientiously believing that they are 
doing the best thing for the poor women that come under their care, 
the consensus of opinion gathered from men of that sort must be 
allowed to have its weight. Remember that we are living in the 
country—do not think I am going to indulge in anything like a 
eulogium of countrymen as compared with metropolitans for an 
instant—but we, at all events, are put in very different positions ; we 
have to develop a degree of definite individuality that hardly belongs 
to a man who has some very much more experienced men than 
himself within easy call. Therefore, I simply say in a matter of this 
kind, 1 think the ill-defined conclusions at which many of us at 
work in the country certainly have arrived in the question before us 
—conclusions which agree thoroughly with the Paper put before us 
this evening, and conclusions which I fancy each of us have for 
ourselves worked out—are, at all events, deserving of recognition 
and consideration as fitting evidence of the value of the instrument 
of which we have to speak, applied even more frequently and with 
less hesitation than the more cautious teaching of a few years past 
would lead one to adopt. 

Dr. Matins (of Birmingham).—As the area outside the metropolis 
appears to be in the ascendant this evening, perhaps you will allow 
me to add my testimony, in the first place, to the pleasure already 
expressed, with which we have listened to the Paper read by Dr. 
Barnes, and to the simple and clear manner in which he has 
enunciated the subject for discussion. He remarked that the 
practice not only of individuals will vary, but also of localities ; and 
thus, while the teaching of one school has been the preponderance 
of the operation of craniotomy, with all its dreadful elements, 
another school has advocated the use of the long forceps; and 
experience has shown that the latter has given the best result both to 
parents and offspring. [tis a singular fact that during a pupilage of 
Six years in a very populous district, with from 400 to 500 midwifery 
cases in the year, I never -saw a case of craniotomy. During a 
residence of four years in Edinburgh, part of which time I was 
intern at the lying-in hospital, I never saw a case of craniotomy ; 
and in my own practice of nine or ten years I have never 
Witnessed a case of craniotomy ; showing that the necessity for 
craniotomy does not exist in some practices, or in the minds: of 
some individuals, as it does in other places. Reverting to the 
frequency of the use of forceps in practice, probably no greater 
impetus was given to the discussions on this subject than by 
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the Paper written by Mr. Harper in the first volume of this 


Society’s Transactions for 1860. In 1870 I read a Paper be- - 


fore the Birmingham Branch, recording 806 cases where the 
forceps were used once in twenty-two cases ; and during the past five 
years I find I used the forceps once in every five cases, being 
influenced partly by the considerations of my practice, and partly by 
the teaching of others. In that calculation I have omitted cases 
that occurred in my hospital practice, and in the practice of those 
with whom I have seen patients ; and in my own practice pure and 
simple, during the last five years, I find I used the forceps once in 
five times, with the best results. Dr. Kidd has stated that it was the 
teaching of his school that prolongation of the first stage of labour 
gave rise to no bad results. The opposite doctrine to this was very 
clearly demonstrated by Hamilton and Burns, of Edinburgh. 
Hamilton was instructed to say—and in that he was followed by Sir 
James Simpson—that the most disastrous results followed. You not 
only got wearying of the uterus and irregular contraction, but you 
had a greater proneness to hemorrhage. This is a teaching which 
the experience of most men in active practice will fully bear out. 
With regard to the subject of the use of alternatives to the long 
forceps, with the head at or above the brim, he has shown that there 
are certain indications which perhaps point to the necessity of the 
use of the forceps; but there are other indications which point to 
the expediency of other operations. There are conditions of sudden 
catastrophes on the part of the mother, in which delivery may be 
effected more safely and expeditiously than by the forceps—that is to 
say, by turning. I will not go so far as to advocate the practice of 
turning in natural labour, as advocated by some, and as practised by 
Dr. Begg, who turned most of the natural labours with which he 
‘came in contact, and with the best possible results ; but what I do 
maintain is that in some eases turning may be very much more 
readily effected than the use of the long forceps, where the head is 
above the brim. In certain cases of disproportion, from the large 
size of the head, and slight contraction of the brim, or from the 
condition where the arm is placed behind the head, in which no 
amount of direct force will overcome that difficulty, then it will be 
found that turning is a wiser and safer plan than the application of 
the long forceps. If there is the amount of truth which I assume 
there is in the statistics which Dr. Kidd has quoted to-night, that 
the mortality in high cases in primipare is so very large and 
dangerous—if the average mortality is assumed to be one in thirteen 
of the mothers, and one in three of the children—then, as an 
alternative to the use of the forceps for the high operation, the 
practice of turning affords a safer and better prospect to both mother 
and child, There are also conditions where it is not possible to 
have forceps in readiness, where it is not possible to have aneesthetics 
and other conditions at your command, which should accompany 
the use of the forceps ; therefore, in the majority of cases in which 
the high operation is used, I maintain that the alternative of turning 


is as efficient, as easy, and as safe a practice as the use of the forceps. — 
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Dr. ALDERSON.—It is with great diffidence I rise to address the 
Society, but I feel I have something to say, and that in justice to Dr. 
Barnes I ought to say it, for since I have read his book my practice 
has been very different and my life much happier. I have taken out 
the number of deaths I had when I scarcely used forceps at all and 
when I used them rather frequently, and I was surprised at the number 
of still-births [had when I did not use the forceps. With regard to 
deaths, I had none in the cases where I used the forceps, and the 
recovery of my patients has been very much greater. I would also like 
to observe, as regards the length of the labour, there is no doubt at 
all that the danger is according to the length in a very great number 
of cases, and I am quite sure when I was a student I erred from fear 
of the forceps. I was as much afraid to take the forceps in hand as 
I should have been to amputate a leg or thigh. In 1865 I attended 
twenty-four cases, used the forceps once, and had two still-births ; 
in 1866 I attended thirty-six labours, did not use the forceps at all, 
and had two still-births; in 1867 I attended fifty-six labours, used 
the forceps twice, and had seven still-births ; in 1868 I had fifty-one 
cases, did not use forceps at all, but had three still-births ; in 1869, 
out of ninety-two cases I used the forceps only once, and had five 
still-births ; in 1870, out of ninety-six cases I had twelve still-births, 
no forceps ; in 1871 I had eighty-two cases, used forceps four times, 
and had eight still-births. Therefore, during that period, in 437 
cases I used the forceps eight times, with thirty-nine still-births. I - 
may say I used ergot very frequently. In 1872 I attended ninety- 
four cases, used the forceps ten times, and had twelve still-births ; in 
1873 I had eighty-nine cases, used the forceps five times, with two 
still-births ; in 1874, out of 114 cases I used the forceps twenty-two 
times, and had three still-births; in 1875, out of ninety-six cases I 
used the forceps fifteen times, with two still-births; in 1876, out of 
too cases I used the forceps eighteen times, and had only two still- 
births ; in 1877, out of seventy-eight cases I used the forceps seven- 
teen times, with only two still-births ; in 1878, in seventy-five cases I 
used the forceps twelve times, and had only one still-birth. There- 
fore, in these seven years, in 636 cases the forceps was used ninety- 
nine times, with twenty-six still-births. That will show you that the 
number of still-births is very few comparatively, if I were to exclude 
1872, when. I unfortunately had two or three puerperal cases. I 
am quite sure that there have been very many lives saved by the ap- 
plication of the forceps. I won’t say I did not use them occasionally 
when they were not absolutely required, but I used them with per- 
fect confidence, and I used them perhaps to acquire skill. I was 
quite certain I was doing no harm. 

Mr. Worsuip (of Sevenoaks).—I remember taking for two months 
Mr. Bailey’s practice at Thetford, and I am very much surprised to 
hear, in the account Dr. Barnes gave, what a very few times he seems 
to have used forceps. I remember, when I went to the first case, I was 
only detained two hours ; but the first question he put to me in the 
morning, was, ‘“‘ How was it you were so long at that case last night ?” 
I said, “I was not long.” He said, “ Had you the forceps with you ?” 
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I said, ‘“No;”- and he told me ever afterwards to take the forceps, 
and certainly in the two months I was with him I applied more for- 
ceps than I have ever done in any ten years since, for every woman 
there expected to be delivered with the forceps. Every woman used to 
say, almost as soon as she was in labour, “ If dear old Mr. Bailey were 
here, he would soon put me out of my trouble.” The consequence 
was, I should think, in every other labour I attended I used forceps. 
It was his universal practice. I do not think he ever had a dose of ergot 
with him, or ever used it, but it was one continuous use of the for- 
ceps. His expression to me was, “Well, if the child is up a little 
higher, you have nothing to do but to push the forceps up a little 
higher ; if it is low, you can very easily deliver with these forceps.” 
Of late years I have never used them, although he gave me a pair. 
When I have required forceps I have used Denman’s short forceps, 
but of late years I must say I have used the forceps very little. When 
assistance has been required, I have used the whalebone loop, and 
have had comparatively few cases of flooding. I believe it is simply 
the tired uterus which floods, and not the precipitate labours, as we 
used to be taught in the books as being the cause of haemorrhage. 

On the motion of Dr. Edis, the discussion..was adjourned: till the 
next meeting on the 4th of June. 


Obstetric Summary. 
A Case of Supposed Tubal Pregnancy, Terminating by Expulsion of 
the Fetus through the Natural Passages. 

In a paper contributed to the ew York Medical Fournal Dr. 
Cornelius Williams relates the following case :—The patient, twenty- 
nine years old, was married on May 21, 1878. She had previously 
been normally delivered of a child seven years before. Menstrua- 
tion occurred, as usual, on May 28th. In June there was only a 
slight show. From that time she suffered from the usual symptoms 
of pregnancy, morning nausea, enlargement of the breasts, &c., and 
considered herself pregnant. Several times during the summer 
she had slight haemorrhage, and on one occasion in August a consi- 
derable amount. On September 15th she was awakened by a gush 
of blood from the vagina, and hemorrhage continued the following 
day. Onthe 16th the author saw the patient, found the os closed, the 
cervix long and not soft, and thought it an ordinary case of threat- 
ened abortion. Slght hemorrhage continued, accompanied by pain, 
‘and on the 18th the author made a complete examination, and found 
the uterus slightly anteverted, occupying the right pelvis. In the 
left pelvis a tense elastic tumour could be felt, apparently about five 
inches long, and having a fusiform shape. It seemed to join the 
uterus near the fundus, at an angle of about 100°, but a sulcus could 
be felt between them through the abdominal wall. Any movement 
given to the tumour was imparted to the uterus, while conversely an 
impulse communicated to the uterus also caused the tumour to move. — 
‘The author then diagnosed left tubal pregnancy, and Dr. Mundé, who ~ 
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saw the patient the same evening, was inclined to concur in the 
diagnosis. On the rgth the sound was passed both by the author 
and by Dr. Mundé with the same result. It passed readily to the 
fundus, the uterus measuring barely three inches in length. When 
left to itself, the point fell towards the right side, describing an arc 
of about go’, but it could not be turned toward the left without using 
undue force. It was then agreed that the uterus was empty, and 
that there was a pregnancy of the left Fallopian tube. It was decided 
next day to tap the cyst through the vagina with a fine aspirator 
needle. During the following night the patient was attacked with 
agonising pain, which was hardly moderated by a morphia injection. 
At seven A.M. the pains had returned, and were now rhythmical in 
character. A mass of dark clotted blood was now expelled from 
the vagina, probably from 4 to 1b. in weight. The tumour still 
retained its form, though it was appreciably softer, os larger, cervix 
shorter and softer. About 9°30 a male foetus, measuring three inches 
from vertex to extremity of nates, was expelled per vaginam. The 
placenta was found retained in the uterus, the internal os con- 
tracted, and ¢he tumour which had occupied the left pelvis had totally 
disappeared. ‘The foetus appeared to be of about ten weeks’ de- 
velopment. Half an hour later the author was able to pass his finger 
into the uterus and hook out the placenta entire. While doing so, he 
ran his finger several times over the surface of the womb, and assured 
himself that it presented no roughness or inequality. The placenta 
and membranes appeared normal, the latter were torn at about oppo- 
site the centre of the placenta. The patient afterwards suffered from 
febrile symptoms, accompanied by vomiting and diarrhoea, and con- 
tinuing about eight days. ‘The temperature rose to 103°, and pulse 
to 120°. The vaginal discharge became offensive on the third day. 
In about eighteen days the patient was convalescent. An examina- 
tion was made on October 27th; the uterus was then freely movable; 
its cavity measured three inches. In the region of the pelvis formerly 
occupied by the tumour a thickened band, tender to pressure, and 
stretching out toward its side, could be felt. 
The author considers that the case could not have been one of 
pregnancy in an undeveloped horn, because the woman had borne a 
child at full term before, and the uterus of to-day shows no evidence 
of such abnormality. That it was not a tubo-interstitial pregnancy, he 
thinks, is proved by the fact that a sulcus was felt between the tumour 
and the uterus, and that the finger introduced into the uterus did not 
detect any evidence of laceration. He also considers that, in such 
case, the enlargement of the uterus would have been greater. The 
author believes that the Fallopian tube was dilated, and its muscular 
wells hypertrophied, previous to the gestation, and that it was therefore 
the more fitted for rapid development, and finally to contract upon 
and expel its contents. He quotes a case recorded by Spiegelberg 
(Arch, fiir Gyn. i., p. 406) as proving conclusively that a child may 
be carried to term in the Fallopian tube; and one related by 
~Guillmot, and confirmed by Langier (Arch. Gén. de Med. xxviii, 
_ p. 232), as showing that a child may be so carried and born by the 
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natural passages. He advocates also a plan of treatment as probably 
safer than any yet proposed in Fallopian gestation—namely, to dilate 
first the cervix, and afterwards attempt to dilate the opening of the 
Fallopian tube, and thus bring about the very issue which he believes 
to have taken place in this case. 





The Auxiliary Forces concerned in the Circulation of the Presnant Uterus 
and its Contents in Woman. 


In anote on this subject read before the Royal Society, Dr. Braxton 
Hicks gives the results of tracings obtained by the tambour cardio- 
graph applied over the pregnant uterus. He concludes that the 
bulging forward of the uterus in inspiration, which gives rise to a 
well-marked respiratory curve in the trace, is not due merely to the 
projection of the uterus ez masse, but the much greater part of it is 
produced by the bulging out of the uterine walls by the downward 
pressure of the fundus during inspiration. Otherwise, he argues, no 
reading would be obtained, since the readings express the difference 
of elevation between the tambour button and the circle enclosed by 
the legs ; in fact, the amount of the bulging of the wall within that 
area. This is confirmed by the observation that, when uterine con- 
tractions supervene, the respiratory readings are reduced almost to 
nothing. ‘Thus every respiratory action causes a movement of the 
fluids contained within the uterus, thus assisting the circulation in a 
part apparently removed from the maternal cardiac impetus. 
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EepOUR OBST RUCTED-BY PELVIC TUMOURS: 


IN SPECIAL REGARD TO LAPARO-HYSTEROTOMY, LAPARO- 
ELYTROTOMY AND HYSTERO-ECTOMY.* 


By Pror. A. STADFELDT, M.D. 


THERE is one cause, in labour, of mechanical disproportion— 
viz., Lumours proceeding from the very pelvis (its bones, 
ligaments, and symphyses) and sufficiently voluminous to 
obstruct the passages which, ordinarily, meets with but 
scanty consideration in obstetrical works. This deficient 
notice can, I daresay, be accounted for chiefly by the general 
rarity of these tumours; yet, there is another circumstance 
which partly explains their superficial treatment—viz., the 
Clinical difficulties presenting themselves both in the differ- 
ential diagnosis between the different kinds of genuine 
pelvic tumours, and in the diagnosis between these, and those 
tumours which develop themselves extra-peritoneally in the 
cellular tissue, &c. 

I believe, however, that the above-mentioned diagnostical 
difficulties are of minor practical importance, because all the 
tumours named ought, principally zz regard to the treatment 
in labour, to be capable of being gathered under the same 


* Translation from a Danish work written in commemoration of the 4ooth 
anniversary of the University of Copenhagen. 
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points of view, and I believe, consequently, that it is irrelevant | 


that mistakes, now and then, have been made as to the kind 
of the tumour and as to its origin. 

Whereas the dissertations on this topic, written by Haber 
and Puchelt, under the auspices of Naegele sen., are deficient 
and at present antiquated, it appears to me to be opportune 
to collect the various casuistic reports on labour obstructed 
by tumours having their origin in the pelvis, for a synopsis 
both in pathologico-anatomical regard—as far as they thus 


may be applied—and from a clinical basis, principally for thera- — 


peutical purposes. I have felt so much the more inclined to 
contribute towards the solution of this problem, as I have, 
comparatively, had frequent opportunity to meet with such 
cases of labour. It has been a rather onerous task to 
compile the cases adduced in this paper; and I am far from 
flattering myself that I have succeeded in gathering all the 
published cases ; but some one starting the work, a -supple- 
ment will not be slow in following. . 

When inspecting collections of pelves, one will not un- 
commonly come across specimens exhibiting diminutive 
osseous neoplasms, like warts, edges or points.. Such minor 
exostoses are mostly found on the posterior face of the 
ossa pubis (Schwegel saw them here in 60 pelves out of 300 


in museums), in the vicinity of the symphyses sacro-iliace, - 


on the anterior face of the lumbar vertebra, and, finally, 


on the linez ileo-pectinee. These are the frequently 


very sharp projections on the linea ileo-pectinea, which H. F. 
Kilian has described as “Stachelbecken,” “Acanthopelys.” 
There is, however, no occasion to dwell on these formations, 
as they cannot be accused of doing harm by impeding, 
mechanically, the passage of the foetus. They can, doubtless, 
cause ruptures of the uterus and the vagina, and other 
traumas of the soft passages and of the fcetus, but of a 
strictly obstructing influence there can be no question. It 
is only when the diminutive osseous neoplasms become numer- 


ous and from several points jut into the pelvic cavity, that — 


they can cause a mechanical disproportion, by usurping — 


space in the passages by means of their very multiplicity. 
There is, no doubt, something strained in this distinction, 


; 
? 
; 
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and the practical interpretation may, in some measure, so 
become liable to the exercise of caprice, nevertheless, the 
“multiple exostoses” cannot be left out here on account of 
the compass to which this paper has grown, and must, 
however shortly, be noticed. 


MULTIPLE PELVIC EXOSTOSES. 


Our knowledge of this pelvic abnormality is, on the whole, 
not extensive ; yet, so much seems, at all events, to be eluci- 
dated, that pelves with multiple exostoses often cause a compa- 
ratively considerable mechanical disproportionin labour because 
the exostoses frequently, perhaps most frequently, are found in 
pelves which, intrinsically, are narrowed. Neuenzeit, who has, 
under the auspices of Spiegelberg, written a dissertation on 
multiple pelvic exostoses,* is, as far as I have been able to 
ascertain, the first who decidedly has pointed out the like- 
lihood that the exostoses in question and a co-arctation of 
the pelvis frequently and characteristically coincide. It is, 
however, only the rule, the general coincidence, if I may say 
so, which is laid down by Spiegelberg, as there are other 
earlier casuistic reports mentioning the occurrence of multiple 
exostoses in rachitic—consequently contracted—pelves. In 
the above-mentioned dissertation, also, attention is called to 
this connection, in etiological regard, between rachitis of 
earlier date and multiple exostoses; but simultaneously 
validity is conceded to the view of Virchow, who in his de- 
scriptiont of a pelvis of this kind has stated, that a rheuma- 
tismus nodosus infantilis was the cause of the osteoma- 
formations, while he only, in quite exceptional cases, will 
admit ofa connection between rachitis and multiple exostoses 
in the pelvis. 

The casuistics published show, as already stated, that the 
multiple exostoses, as far as they have occasioned tedious 
labours, very frequently are found co-existing with con- 
tractedness of. the pelvis, and I have several times found 
hints of the pelvis having exhibited signs of -a past rachitis. 


* F. Neuenzeit, ‘‘ Beitrag zur Kenntniss der Becken mit multiplen Exostosen,”’ 
Dissert. Breslau, 1872. 


+ “‘Monatsschrift f. Geburtsk.,”’ Bd. xiv. (1859), p. 197 ; and ‘* Die Krankhaften 
Geschwulste,” Bd. ii. (1864-65), pp. 86, 87. 
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But, otherwise, the laws for the inter-dependency of these 
two processes cannot, apparently, as yet be precisely laid 
down. 

Yungmann, delivered, in 1836, a woman with multiple 
pelvic exostoses by forceps, the pelvis also generally con- 
tracted. (W. Lange: Lehrbuch d..Gbtsh, 1863, p. 670% 
Scanzoni: Lehrbuch d. Gbtsh, 1853, and Lambl: Fragen 
Vierteljahrschr, Bd. xlv. p. 160. 

E. Vix mentions a lying-in patient who died after a 


tedious labour through a contracted, exostotic pelvis. The — 


pelvis generally contracted, “of a masculine type.” (Beitrage 
zur Kenntniss d. angeb. multiple Exostosen. Giessen, 1856. 

Birnbaum exhibited an exostotic pelvis at the Thirty-ninth 
Réunion of German Natural Scientists. The woman had died, 
after difficult delivery, from cerebral apoplexy (in eclampsia). 
(Monatsschr. f. Gbtsk., Bd. xxiv. p. 449). 

Meinhold relates a case from the lying-in ward of the 
Berlin Charité, where a woman with pelvic exostoses died 
thirteen hours after a very difficult delivery in her second 
childbed. Ruptura uteri. The pelvis also generally con- 
tracted. (Gleichmassig verengtes Becken mit Exostosen. 
Dissert. Berlin, 1868, p. 6. | 

Spiegelberg—A case, in which rachitis had preceded, 





_happened in the lying-in hospital of Breslau. A secundipara, — 


thirty-three years of age, was with great difficulty delivered 
by the cephalotribe. Death immediate. Numerous exostoses 


in the pelvis, which was generally contracted and showed — 


traces of past rachitis. (Neuenzeit, 1. c.) 


Kormann.—A primipara, twenty-six years old, was delivered 


by forceps. Died from peritonitis after eleven days. Pelvis 
generally contracted. Numerous traces of past peritonitis, 


which had resulted in both exostoses and bony bridges over | 


several of the pelvic symphyses. (Archiv f. Gynacologie, 
Bd. vi, p; 472): 

In the above collection of examples I have passed over the 
dubious case of Dammann,* in which “numerous exostoses 
of arthritic origin” in the lower pelvis compelled Cesarian 


* Extract from ‘‘ Monatsschr, f. Gbtsk.,” Bd. ix. p. 149. 
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section, with favourable issue for both mother and child ; but, 
otherwise, I have included all which I have been able to 
find of cases of parturition, in which multiple exostoses had 
complicated the labour. There exist, besides, a number of 
purely anatomical descriptions of such pelves (eg. by 
mambl, Marle, Leopold), but they concern us only so 
far as they corroborate the thesis: that multiple pelvic 
exostoses commonly are found together with a general pelvic 
contraction. 

From our own lying-in hospital we are in possession of no 
observation where labour was disturbed by multiple exostoses, 
neither is in our museums that particular pelvic formation re- 
presented by any characteristic specimen. Nevertheless, I 
shall briefly touch on the diagnosis of this pelvic abnormality. 
It is patent from the account of the labours in the cases 
cited, that the abnormality, mostly, has been recognised only 
after death. This is in itself not strange, considering that 
the exostoses, generally, are placed so far up that they are 
accessible for observation only by a very thorough examina- 
tion. Neuenzeit has, however, conceived that the presence of 
multiple exostoses on other parts of the skeleton could be 
utilised for diagnostic purpose, and that in such cases one 
ought always to suspect the existence of exostoses in the 
pelvis also. It may be a just remark, that the presence of 
exostoses on the outside of the skeleton ought to act as a 
motive for instituting a thorough examination of the pelvis ; 
yet we have, a few years ago, had a case in our lying-in 
hospital which shows that the coincidence of exostoses of the 
skeleton and of exostoses of pelvis does not always occur. 
A married primipara, twenty-one years of age, was admitted 
on the 23rd May, 1875, in first stage of labour. From her 
sixth year upward exostoses had grown on different 
parts of the skeleton ; we counted seventeen on the acces- 
Bible parts of the surface of the body, the largest one 
(thirty-one centimetres in circumference) on the upper part 
of the right thigh. By a minute examination of the pelvic 
Cavity nothing abnormal was detected, neither any pelvic 
, exostoses. She bore, easily enough and naturally, nine 


hours after admission, a mature living boy, weighing 2900 
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grammes, and with a head circumference of thirty-four centi- 
metres. 


OSTEOMATA AND OSTEOSTEATOMATA IN THE PELVIS. 


The tumours having their origin in the pelvis have been 


divided into two classes. The first, the osteoma, is, in histo- — 


logical regard, uniform, being essentially a hyperplasia of 
the bony tissue, whereas the second, the osteosteatoma, 
embraces many different kinds of tumours. These the 
modern pathologists know how to separate in different groups, 
but formerly they were lumped in a single one, owing to 
their external characteristics. It was their consistence 
(tumores duri-molles), rather than their histological structures, 
which distinguished the osteosteatomas according to the 
authors of old. When, notwithstanding, I retain this classifi- 
cation, I do so principally led by practical considerations, 
seeing that the older literature contains a number of cases 
to which it would be impossible to give their proper histolo- 


gical place ; moreover, the very consistence wil], frequently, 


clinically, be of the utmost importance in regard to the pro- 
gress and the prognosis of the labours. I shall, however, not 
fail to state the histological structure of the osteosteatomas, 
as far as it is possible to do so. 

Reports on the pelvic tumours in question are not numer- 
ous, yet fewer are those on such which have acted as com- 
plications in labour, and these latter alone concern us here. 


I have compiled no more than about fifty cases, and of © 


these there are even a great many which, while indeed 
they appear, unquestionably, to treat of genuine pelvic 
tumours, yet leave them undefined as to either their nature or 
their origin. A number of the older observations are, 
besides, reported so incompletely, that there is reason for 
estimating them, with Naegele, to be strongly interpreted, or 
even to belong within the limits of the fabulous. I pass, 
accordingly, over the oft-cited cases of Ruleau, Plenck, von 
Doveren, Danyau, Nagel, &c. The casuistics fall, accord- 
ingly, quite naturally into three groups—viz. osteomas, 


osteosteatomas, and tumours of less defined nature and 


origin. 
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LABOUR OBSTRUCTED BY OSTEOMAS. 

Ops. 1.—From the time of Saxtorph there is preserved, 
in the Museum of our lying-in hospital, a pelvis, sub. A., No. 
RO, with a note in the catalogue to the effect that it has 
caused Cesarian section to be performed in the West Indies. 

Although the details of the labour are wanting, yet there 
can be no doubt as to the accuracy of the record, which is 
further corroborated by the fact that the pelvis has belonged 
to a negro woman. 

The cause of this dystocia is attributable to the presence 
of a considerable exostosis proceeding from the anterior faces 
of the os sacrum and the os coccygis, and occupying the 
major part of the pelvic cavity (Fig. 1). The distance of 

Fic. 1, 





the exostosis from the anterior pelvic parietes is 35 mm., but 
from the lateral ones only 25 mm.; on the central section 
the length is 100 mm.; the transverse measure 80 mm. 
The surface is hard, ivory-like, with divers knobs and warts, 
and reveals only in a few spots the porosity of the interior. 
The osteoma has, as already stated, its origin on the os 
sacrum, commencing above at the second sacral vertebra. 
The section shows that it encompasses the bone throughout ; 
the sacral canal is interrupted and bent for a short space 
anteriorly at the third sacral vertebra. It is a pure osteoma, 
here and there very firm and hard of consistence, but mostly 
porous with greater and smaller alveoli; it consists of os- 
seous tissue (Fig. 2). On the posterior aspect a loss of sub- 


stance has occurred, either by maceration or by wear and 
gear (Fig. 2). 
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The pelvis itself is a female one, low and slightly built ; 
it presents the properties specified by the authors as belong 





ing to pelves of negresses. (See Carl Martin, “ Monatsschr. 
f. Gbtsk.,” p. 23; and R. Nerneau, “Les Bassins dans les 
Sexes et dans lég, Races.” ; Raris, 1S 7-44) 
The relative increase of diameter recta is particularly 
obvious. In the brim the diameter conjugata vera is 115 mm. 
3 - transversa . . 126 
In the outlet; transversa *.. ... 205 ae 
The breadth of os sacrum at the base is 110 mm.; the 
height of symphysis pubis 35 mm. 

In literature I have, moreover, found the following 
cases :— 

Severin Pineau mentions a woman who ded undelivered. 
At the autopsy a very large bony projection was found in- 
wardly on the right side of os pubis (according to Gardien, 
“Traité. Complet d’Accouchement, &c.,” t. iii: 1816, p. sam 

G. A. Fried.—An exostosis from the left of the promon- 
torium compelled, in labour, perforation of the child; the 
mother died. At the autopsy a chestnut-formed exostosis 
was found projecting about nine lines into the pelvic cavity. 
It issued from the middle and the left portion of the lowest 
lumbar vertebra and the uppermost sacral vertebra, with a 
distinct division (cartilago intervertebralis) between the upper 


” 
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and the lower halves of the tumour. The distance between 
the exostosis and arcus pubis is computed at 24 inches 
(Thierry, “ Dissert. de Partu. Diff. e Mala Conformatione 
relvis. Argent. 1764). 

Gardien mentions a pelvis with a voluminous exostosis, 
kept in his time in the collection of Dr. Duret. The pelvis 
had belonged to a married secundipara from the environs of 
Brest, who ded undelivered in consequence of the obstruc- 
tion of the pelvis. Gardien says that symphyseotomy could not 
have been of any use, as the tumour not only reduced the 
conjugate diameter, but also occupied a considerable portion 
Bi the lateral parietes. of ‘the pelvis (“Traite Complet 
d’Accouchement, &c.,” t. iii. 1816, pp. 54-55). 

Leydig.—A. M., twenty-nine years old, primipara, had a 
porous exostosis on the anterior face of the os sacrum, brought 
on by a fall on the nates in her fifteenth year, after which 
she was sickly for several years. Felt tolerably well during 
the pregnancy until the twenty-seventh week, when vomiting 
set in together with difficulty in passing the urine and faeces. 
The labour commenced with pains in the abdomen after her 
having lifted a heavy load. Feverishness came on, retention 
of urine, and puncture of the bladder had to be performed. 
Cesarian section (1813); the child was macerated; the 
mother died. The exostosis issued from the corpus of the 
second and partly of the first and third sacral vertebre. 
It filled nearly the whole of the pelvic cavity, and its distance 
from the sides of the pelvis was only from two to three and 
a half lines; anteriorly the distance between the exostosis 
and symphysis pubis was from nine to ten lines. The com- 
puted height of the tumour seven inches, breadth six inches. 
The structure was reticulated, with a small quantity of liquid 
in the meshes. The pelvis otherwise well formed. (Naegele, 
Heidelberg, “Klinische Annalen,” Bd. vi. [1830]) 

McKibbin.—In a primipara, twenty-six years of age, labour 

was obstructed by a pelvic exostosis, issuing from the anterior 
aspect of os sacrum. Ce@sarian section (1829). The child 
macerated, the mother died. The whole of os sacrum, ex- 
'cepting the first and part of the second vertebra, was the 
| sallying-point of an osteoma embracing the whole body of os 


| 
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sacrum and filling nearly the whole pelvic cavity. The dis- 
tance from the right pelvic parietes was a trifle greater than 
from the left. The distance from symphysis pubis was about 
one inch. The surface of the exostosis fairly even. The 
dimensions of the pelvis otherwise normal. The woman 
had, when a child of six or eight years, suffered from pro- 
tracted lumbago, in consequence of a fall. The course of the 
pregnancy had run smooth. (Edinburgh Medical and 
Surgical Fournal, vol. xxxv. [1831)]). 

Hoffmann.—A woman, twenty-two years of age, previously 
healthy, bore in her first childbed, after eighteen hours’ 
labour, a living mature child. In her second childbed, in 
her twenty-ninth year, the presenting head remained high up 
in spite of good pains. Ruptura uteri. Cesarian section 
after decease, heart-sounds having been heard at the moment 
of expiration. At the autopsy a rupture of uterus was found 
posteriorly and to the right. After the removal of uterus an 
exostosis of the size of a hazel-nut was discovered on the 
inner face of the symphysis, reducing the conjugate diameter 
to three inches. The dimensions of the pelvis otherwise 
generally somewhat diminished. (“N. Zeitschr. f. Gbtsk.” 
Bd. xvii. [1846]). | 

Behm.—A secundipara, twenty-nine years of age, had on 
the anterior face of os sacrum an exostosis, which apparently 
had been developing itself during a period of seven years, as 
she had, shortly after her marriage in 1844, being then 
twenty-two years old, commenced to suffer from pains in the 
loins and from ischias, principally down in the left lower 
extremity. Her sufferings increased during the pregnancy, 
which ensued shortly, and she had to be delivered by per- 
foration, the exostosis—then of the size of a hen’s egg— 
impeding the birth. The subsequent childbed normal. Her 
sufferings increased while the tumour continued growing. A 
second pregnancy ensued in 1851; the pelvic cavity was then 
enormously contracted, there being a space of only one inch 
around the circumference of the tumour. By C@sarian section 
living twins, a boy and a girl, were brought forth ; the mother 
died. The tumour was found to be formed of bony sub- 


stance, and filled up by far the greater part of the pelvic — 
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cavity. It proceeded from the whole anterior face of os 
sacrum, while its starting-point, according to the examination 
made at the first birth, was the left ala ossis sacri. The 
tumour was hard in consistence, and with a gnarled surface. 
The sacrum was totally absorbed in the tumour; but the 
posterior face was more porous, with large alveoli, containing 
a. yellowish watery liquid. The greatest breadth of the 
exostosis (measured on the posterior face of os sacrum) was 
six and a half inches ; its greatest diameter antero-posteriorly 
six inches. The pelvis was otherwise normal. The dis- 
tance between the anterior aspect of the tumour and the 
anterior pelvic parietes was only one and a half inches ; 
laterally the distance from the pelvic parietes was scarcely half 
as great (“Monatsschr. f. Gbtsk.” Bd. iv. [1854]). 

It is notorious that fractures of the bones of the pelvis, 
through deviation of the fragmina or by the formation of 
callus, can cause dystocia. These cases do, of course, not 
belong within the limits marked out for this paper. Yet, 
having found a report on a case where the sequelz of the 
fracture became quite analogous to an exostotic formation, I 
shall not hesitate to produce it here. 

David.—A woman had had a fall off a ladder in the fourth 
month of her pregnancy ; in consequence thereof a fracture 
of os sacrum, which obliged her to keep her bed on account 
of violent pains in the loins.. When labour set in, the 
passages were obstructed, and she died undelivered. At 
the autopsy the pelvic cavity was found nearly entirely 
filled by a bony tumour formed by two fragmina of 
os sacrum, and surrounded with callous substance (to be 
found in Lenoir, “Archives Générales de Médecine,” vol. 1. 
[1859]). 

I have, thus, been able to compile no more than nine cases 
of pelvic osteomas acting as complications in labour, and 
this low number shows that the remark of F. C. Naegele—to 
the effect that genuine exostoses but very rarely cause 
dystocia—must still be valid. Other cases, to be sure, of 
pelvic osteomas are related in literature, without any reference 
to births; but still, even if these cases are included, the 
number remains low. I have found deseriptions of such 
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pelves, and even some diagrams of them by Autenrieth,* 
Boivin,t Moreau,{ and Schwegel.$ 

In six of the cases the osteoma issued from the anterior 
face of os sacrum, and nearly all (five) of the tumours were 
very voluminous. In twocases the osteoma was seated on 
the inner face of the anterior pelvic parietes, and in one case 
it started from the posterior and partly also the lateral parietes 
of the pelvis. 

In etzological regard, there is only to be remarked that the 
osteomas do not appear to have been found except in com- 
paratively young women, the age, when noted, falling between 
the twentieth and thirtieth year. Further, in two of the cases 
(Leydig’s and McKibbin’s), a trauma is stated as decided 
occasional cause, and the same can in some measure be main- 
tained for the case of David, as far as the fracture caused the 


formation of callus and the projecting bony tumour. 
t 


LABOUR OBSTRUCTED BY THE SO-CALLED 
OSTEOSTEATOMAS. 


Oss. 2.—E. M. H., primipara, twenty-five years of age, 
entered on the 30th October, 1876, the Lying-in Institution 
of Copenhagen, on account of a pelvic tumour, which had not 
been discovered until after two days’ labour at home. She 
had always been healthy, and continued so during the 
normally progressing pregnancy, till labour commenced on 
the 28th October. A colleague, Dr. O. Lund, who had been 
called, had diagnosed the pelvic abnormality, and on my 
arrival at the family residence I found the bag of waters 
intact, the head presenting in second position, but resting 
high in the pelvis, together with the remaining narrow border 
of the cervix. The cause of the high situation of the uterus 
and of the presenting part of the foetus above the plane of 
the pelvic brim was a firm somewhat knobby tumour seated 
against the superior portion of the anterior pelvic parietes.. 
The tumour was of the size of an ordinary apple cut in two, 
and was, at a subsequent examination made under chloroform, 

W'Siiber! De Vanbus nature Medicdtricih. Diss Tabinges ayoemeneat 

+ ‘‘ Mémoire de l’art des accouchem.,” Paris, 1817, Tab. vii. Fig. 2. 


+ ‘* Traité pratique d’accouchements,” 1837, t. i. Tab. ii, Fig. 2. 
§ Schmidt’s ‘‘ Jahrb. d. ges. Med.,” Bd. xcviii. p. 55. 
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found to proceed from the horizontal ramus of the left os 
pubis, while the descending portion of the bone only exhibited 
a wavy enlargement gradually lost in the tumour. From this 
latter extended a protuberance, three centimetres long, behind 
the right os pubis, which, however, itself showed no trace of 
pathological alteration. The bladder was pushed to the 
right, a catheter introduced going strongly in that direction. 
The conjugate diameter was computed to be lessened three 
or four centimetres by the tumour. The pelvis in itself was 
very spacious. After removal to the lying-in hospital, the 
above-mentioned examination having been made, version 
by the feet and extraction were at once performed under 
chloroform, and with rather unexpected facility. Only the 
detachment of the arms was tedious ; and, in consequence, the 
child, a mature boy, was in a high degree of asphyxia. 
Weight, 3150 grammes ; head circumference, 34 centimetres ; 
transverse measure, 8°5 centimetres. The child was, how- 
ever, brought to give vigorous signs of life, and was alive at 
least a year subsequently. Directly after the delivery a fine 
crepitation was felt by pressure on the pelvic tumour. 

The childbed passed without important complications, 
and on the 19th November the patient left in good health 
for her home, accompanied by her child. The tumour was 
then not essentially changed, and rendered it difficult to 
reach the highly seated os uteri. 

On the 2oth June, 1877, Mrs. M. called on me; the 
pelvic tumour proved to have grown very considerably, and 
the morbid process now also to be extended to the left os 
ischii. The tumour had further advanced outwards to the 
anterior aspect of the thigh; but the most voluminous 
increase had been effected into the pelvis, the cavity of 
which it almost entirely filled. Vagina and rectum were 
displaced backward and very much to the left, and it was 
impossible to reach the os uteri. The bladder was displaced 
forward and to the right. That portion of the tumour, 
which has been said to have sallied outward, was felt under 
the fleshy parts on the inner aspect of the left thigh, and 
was of the size of the head of a foetus of six to seven months. 
Finally, there was felt, on the upper margin of the left 
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horizontal ramus of the pubes, a minor sessile prominence. 
The consistence of the tumours was hardly as firm as 
formerly. The excrescence in the inner aspect of the 
thigh she maintained she had observed only about a 
week ago, and it was on account of that that she had 
applied to me, as she otherwise felt well and was free from 
pains. The only inconvenience she had perceived was a 
somewhat troublesome and painful passing of the urine. 
She was, certainly, somewhat thinner, but her appearance 
was otherwise natural. Ordered Blancard’s pills. 

She returned in about ten days, and her general state of 
health was then considerably changed for the worse, albeit 
there was no alteration in the pelvic tumour. She com- 
plained of continual pains in the loins and down the left 
lower extremity, and had lost appetite. The catamenia had 
not appeared for about eight weeks, and a movable tumour was 
felt to the left of the mesogastrium. As coition had always 
been unimpeded, I surmised a commencing pregnancy, so 
much the more readily since the size of the tumour and the 
time since the last menstrual period corresponded very well. 
Yet there was a circumstance which at once created a 
doubt of the pregnancy—viz., the high situation of the 
fundus uteri—but I imagined I could explain this unusual 
phenomenon in relation to the period of the pregnancy by the 
voluminous pelvic tumour having forced the uterus to ascend 
more than customary. Whereas the yearly shutting-up of 
the lying-in institution was impending, and she could not be 
nursed at home, she applied to the surgical ward of the 
Communal hospital, under the charge of Dr. Stiidsgaard, 
who has kindly furnished me with information on her con- 
dition in the hospital from her entry (2nd July) until her 
decease (6th September). 

Her condition during her stay in the hospital had been 
greatly distressing. Continual pains and vomiting. The 
passing of urine very troublesome, only possible in upright 
position, because the urethra was pushed to the right and 
elongated by the high situation of the bladder. The bowels, 
also, acted only with difficulty, and were once even confined 


for seventeen days. The uterine tumour grew steadily, — 
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principally in breadth. The os was never reached by exs 
ploration through vagina. The pelvic tumours themselves 
_hardly grew in the hospital. Her condition had to be made 
endurable by constant injections of morphia. The pains 
were referred to the pelvis and abdomen. On the 30th 
August, 1877, a litre of liquid was extracted from the 
abdominal tumour through an exploratory trocar ; the liquid 
was limpid, of yellowish red hue, and proved by subsequent 
examination to be liquor amnii; but the collapse increased, 
and death supervened on the 6th of September, at half-past 
six in the morning. 

At the autopsy on the following day the pelvis, tozether 
with the organs contained in it, were removed and delivered 
to me for examination. There were no similar tumours in 
the other parts of the bony system. There existed no 
peritonitis, and, excepting a low degree of dilating pyelitis 
in both kidneys, nothing abnormal was found beyond the 
pelvis and the organs contained in it. 

The pelvis itself was roomy. The conjugate diameter 
‘measured twelve centimetres, and the transverse diameter at 
the brim fifteen centimetres, and at the outlet eleven centi- 
metres. I'he tumour which, as the lithographic plate shows, 
falls into three divisions, issues from the left os pubis, and 
has its longest diameter from the right posteriorly, to the 
left anteriorly. In this direction the length is twenty-three 
centimetres, the circumference sixty-one centimetres. The 
circular measure around the longitudinal axis is, on; the 
inner portion, forty centimetres, and on the outer thirty- 
five centimetres. The morbid process (T) emanates from — 
the left os pubis, probably from the ramus horizontalis, 
which is disorganised quite up to the synostosis with 
os ileum; corpus, also, and ramus descendens of the 
left os pubis, and the adjacent portion of os ischii take part in 
the disorganisation. The left obturator foramen is almost 
entirely blocked up and filled by the substance of the 
tumour. From this central primarily formed tumour 
emanate two tumour-bodies, as shown in the plate, of 
which each one surpasses the central tumour in size. The 
one extends into the lower pelvis, the other attains to the 
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anterior aspect of the thigh. That portion of the tumour 
which lies in the pelvis has its source inwardly from the whole 
of the disorganised os pubis on the left side, while the portion 
on the thigh emanates almost only from the corpus ossis pubis. 
The morbid process has not at all invaded the right os 
pubis. The tumour in the pelvis fills nearly the whole 
cavity, and proceeds in a backward direction both above and 
below the right spina ischii, which enters the tumour without 
engaging in it. Between the tumour and the inner face of — 
the pelvis there is left only a narrow fissure or channel, 
which hardly admits the passage of the palm of a hand, in 
some places even of a finger. In this narrow fissure are 
placed the organs of the lower pelvis, the bladder (B) to the 
front and the right, vagina with uterus (U) and rectum (R) to 
the rear and more to the left. The pelvic osteosteatoma — 
has therefore, in growing, displaced the various organs 
without the process invading the soft parts. It has thus 
penetrated between the bladder and the vagina, and dis- 
placed them in the manner stated. The left ureter (1. u.) has 
had to make a long circuit, diving, after arrival in the lower 
pelvis, below the whole of the tumour and mounting on the 
right :side-ef it to abut -into the - displaced bladdem 
_ The right ureter (r. u.) is pushed forwards and to the right. 
Orificium urethre is displaced to the right, quite up under 
ramus descendens of the right os pubis. Mr. Eag 
Tscherning, M.D., who has kindly and zealously assisted in — 
the preparation and minute examination of the pelvis and 
the tumour, describes the muscles as partly atrophied, or, at 
all events, strongly compressed, particularly the obturator 
internus, partly the gemelli, and in a less degree the obturator 
externus. The muscles directed forward from os pubis, 
have, no doubt, been in a similar condition, but they are 
mostly wanting in the preparation. The tendinous attach- 
ments on the surface of the tumour can partly be demon- 
strated. In the obturator foramen the left obturator nerve — 
was squeezed between the disorganised ramus horizontalis and 
the pelvic portion of the tumour, and the nerve had, at its 
arrival on the thigh, become stretched fan-like by the 
tumour, and its branches were lodged separately in deep — 
grooves on the surface of the femoral tumour, | 
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As to the structure of the tumour, the very gnarled form 
of its surface points at once towards a lobular or areolar 
structure, and by closer scrutiny it proved to be an areolar 
enchondroma (C. O. Weber) issuing from periosteum. It is 
everywhere encircled by a tough capsule of connective tissue 
like periosteum. The tumour is partly whitish, of a semi- 
pellucid appearance, and partly of a pink, in some places 
deep reddish-brown hue. The consistence is hard, like 
cartilage; the tissue crackles here and there beneath the 
knife, in many places, principally on the pink and reddish- 
brown regions, there is a soft fluctuating tissue. When the 
tumour is cut into, the section presents a very varying 
appearance. The whitish regions consist of a substance 
with areolar structure, resembling hyaline cartilage. The 
reddish-brown regions have a softer consistence, a more 
fibrillous look, and are quite opaque. The fluctuating places 
correspond to cystoid cavities, which partly occupy a few 
lobuli, and partly run together into larger composite cavities, 
with trabecule of the tissue of the tumour penetrating into 
the lumen. These cavities contain either a limpid, mucous, 
or a more turbid, somewhat reddish liquid, corresponding 
respectively to the hyaline, and to the reddish-brown regions 
of the tumour. Bone is found nowhere in the tumour, and 
the boundary towards the healthy bony tissue is quite 
sharp. 

Under microscope the tissues in question are seen to 
consist of cartilage, but of a quality somewhat differing in 
the different places. The clear whitish ones consist of 
unequivocal hyaline cartilaginous tissue. Towards the tracts 
separating.the individual lobuli, the capsules and cell-nuclei 
become, in most places, more longish, and the intermediate 
substance more striate. The septa, also, are very much 
striate, as fibrous tissue, and with a limited number of 
longish cells. 

The reddish-brown regions do not present hyaline, but 
striate intermediate substance; yet this is more the case with 
the outer layers, while inwardly there is found a clearer 
hyaline substance, although more opaque than on the above- 
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examined under a yet stronger magnifier, these regions are 
seen to contain a great number of cartilaginous cells in fatty 
degeneration, partly without capsules, and where these are 
present, on the transition to the hyaline regions, with only a 
single outline ; here, the inter-cellular substance, also, is in 
fatty degeneration, and shows a granular structure. On 
such places the nuclei are seen to lte separate in the 
eranular substance. The contents of the cystoid cavities 
consist, in some places, of a clear substance with mucine 
reaction. Of formed elements cells are seen, quite resem- 
bling cartilaginous cells, and in some places cells which put 
one strongly in mind of squamous epithelial cells. In the 
cavities with turbid contents there are found, besides, finely- 
granular detritus-substance and some cell-nuclei, as derived 
from cartilaginous cells. Nowhere in the tumour either bony 
tissue or sarcoma is observed. 

The boundary between tumour and healthy bone is quite 
sharp ; under microscope the bony border has the appear- 
ance of being gnawed away. The bone borders not on 
cartilaginous substance but on fibrous tissue forming, 
apparently everywhere, a continuous partition between bone 
and cartilaginous tissue. This connective tissue contains a 
few oblong nuclei. In the zone of the bone nearest to the 
boundary, the inter-cellular substance is somewhat clearer, — 
and the bone-corpuscles have a somewhat crippled form ; 
further inward the bone-corpuscles have a natural 
appearance. 

According to this result of the examination, the designa- 
tion areolar enchondroma issuing from periosteum is 
appropriate, and the fibrous substance encircling everywhere 
the tumour, is a species of periosteum continued. 

The last observation presents, as far as regards pregnancy 
and labour, several interesting points. Already, at the first 
delivery, the comparatively great facility with which the 
extraction of a living mature child was effected, is striking. 
The absolutely great dimensions of the pelvic cavity account 
for the inconsiderable mechanical disproportion during the 
delivery. It may, perhaps, also be supposed that the mode of 
delivery chosen, version by the feet and extraction, was the most 
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appropriate, and that it essentially contributed to a favourable 
issue. Next, the rapid growth of the disorganisation during 
the interval between the two pregnancies presents something 
unusual, principally when compared with the unimportant 
symptoms occasioned by this increase of volume of the 
tumour, and also when compared with the stagnation during 
the second pregnancy, since, in this regard, the case is at variance 
with other observations in which, on the contrary, the 
pregnancy itself appears to have given the impulse to an 
increased development of the disorganisation. The patient 
died before the termination of the second pregnancy, and so 
far an incompleteness to some extent is created. However, 
the case has been an incentive to consideration on the 
therapeutics of the labour, so strong that I, when on the 
subject of the treatment of similar complications in labour, 
feel confident of the possibility of gaining some pretty useful 
experiences, yet more so as to the exact examination after 
death contributes far better than many other similar cases, to 
a clear estimation of the situation. 


(To be continued.) 


Pens, OF PUSTULAR INFLAMMATION OF 
THE VAGINA. 


By G. Ernest HERMAN, M.R.C.P. 
Assistant Obstetric Physician to the London Hospital. 
(Reported by Mr. LEADBEATER). 


A. M. B., aged twenty-seven, clerk’s wife, came to the 
obstetric out-patient department of the London Hospital on 
June 29th, 1878. 

The following was the history she gave :—She had had 
no previous illness, except bad eyes when young.’ Had 
always lived well. She first menstruated between twelve 
and thirteen ; was always regular except during pregnancy, 
the flow lasting three days, and being moderate in quantity : 
the period not accompanied with pain, but usually with 
headache for a day or two. She was married at nineteen, 
and had had six children, the last on May 2nd, 1878; one 
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miscarriage, two years ago. All her labours were quick, 
none instrumental; she never suckled longer than nine 
months. Three of her children were dead; one was still- 
born, one died aged: four months, with a rash about the 
bottom and snuffles, and the other died aged four months, 
from whooping-cough. Two years after marriage she had a 
discharge, and some spots on her skin; about this time her 
husband, whom she believed to be “a very gay man,” had 
something the matter with his genital organs. The two 
children next following this illness suffered from snuffles and ~ 
skin eruptions. The patient had no discharge from that 
time until the present. Up to the beginning of her last 
pregnancy she thought herself well. 

She could not state exactly when the discharge of which 
she now complained began ; it came on gradually during the 
early part of the last pregnancy, throughout the last two 
months of which it was very copious. She did not remember 
having had any pain in micturition, or swelling or soreness 
of the genitals. So far as she knew her husband had nothing 
the matter with him at any time during this pregnancy. 
Since delivery the discharge had been rather worse than 
before. 

Her complaint was of a thick yellow discharge from the 
vagina. On examination the upper part of the vagina was 
found studded with round, solid, shot-like elevations. A 
more minute description will be given subsequently. 

On July rst she was seen by Dr. John Williams. 

On July oth she was seen by Dr. Matthews Duncan. 

The following description of her state was submitted to 
Dr. Duncan, and revised by him. Dr. John Williams 
permits me to say that he concurs in thinking it an accurate 
one, 

On digital examination the vagina was felt to be studded 
with small, hard, raised, roundish, shot-like swellings, varying 
in size from small shot to-that of a small pea. These were 
most numerous at the upper part of the vagina, where they 
were so abundant as to become confluent in places. With 
the speculum these were seen to present different appear- 
ances. Some were simply papule-like elevations; some 
were smooth, rounded, but yellow in the centre, as if con- 
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taining pus; some presented on their summits crater- 
like depressions, lined or bordered with yellowish white, 
seemingly pustules which had burst ; and some were simply 
small superficial ulcers. Between these diseased parts the 
nearly healthy mucous membrane could be seen, smooth, but 
Pemewhat bluish in colour, and more injected. than the 
healthy mucous membrane nearer the vulva. The vaginal 
portion of the cervix uteri presented appearances somewhat 
like those of the general vaginal surface; it was red and 
raw-looking everywhere. The vagina and’ os. uteri con- 
tained thick yellow glutinous discharge. At the time 
Dr. Matthews Duncan saw the patient there were no 
pustules seen on the cervix, but previously, when she first 
attended, and when seen by Dr. John Williams, pustules 
were present on the cervix uteri. 

~ July 17th—She was admitted into the London Hospital. 
She was given mag. sulph. 3ss, liq. amm. acet. mij, ag. ad 
5} ter die, and the vagina was syringed with a lotion of 
sulphate of zinc, gr. iij ad 3}. 

July 22nd—The following note was made :—There is ‘a 
vrofuse yellow discharge from the vagina. On digital 
examination the shot-like bodies formerly felt are not now 
palpable. Per speculum, the vagina, especially its posterior 
wall, is seen mottled with spots of a darker red than the rest, 
but which are not elevated. The cervix uteri is still looking 
raw and red. 

July 25th.—The vagina now looks healthy, except that it 
is somewhat bluish. No morbid appearance about cervix 
uteri except some excoriation round the os, and abundant 
purulent discharge issuing from the cervical canal. Strong 
carbolic acid was applied to the cervical canal with a Play- 
fair’s probe, and a glycerine plug was put in the vagina. 

August 2nd.—The discharge from the cervix is more 
viscid and less purulent. A zinc alum point put in the 
canal, and glycerine plug in vagina. 

August 3rd.—Patient complains of pain, and there is 
tenderness in the situation of the right ovary. This was 
not present before the application of the zinc alum point. 

August 19th.—There is still viscid yellow discharge issu- 
ing from the cervical canal. No erosion or any other morbid 
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appearance until the lips of the os are separated by the 
speculum. 

August 20th—Made an out-patient at her own request. 
She did not, however, attend, and I therefore lost sight of her. | 

It should have been mentioned that there were no signs 
of disease in any other part of the body; she was not 
anzmic, was moderately well nourished, and there was no- 
elevation of temperature. . 

June 24th, 1879.—In answer to an inquiry, she attended — 
at the hospital. She said that the discharge quite ceased 
about two months after leaving the hospital, and had not 
returned. 

This case has been mentioned by Dr. Matthews Duncan, — 
in the fourth edition of Dr. West’s “Lectures on the Diseases 4 
of Women,” p. 626. I have not myself seen any other 
case of the kind: and I have searched the ordinary sources — 
of reference, but can find no record of any case resembling _ 
it. Ihave therefore thought it desirable to report the case 
as fully as I could. ‘ 

The description of it will probably suggest a resemblance | 
to the affection known as “granular vaginitis.” I have with 
this idea carefully read the original paper of Deville* on this 
subject ; but pustules are not stated to have been present in 
any of his cases, although they were examined carefully with 
the speculum. 













ON THE UNITY OF POISON IN oe 
PUERPERAL FEVER, TYPHOID DIPHTHERIA, — 
ERYSIPELAS, &c. &c. ; 


By Dr. DE GORREQUER GRIFFITH, 


Senior Physician to the Hospital for Women and Children, Vincent Square ; 
Consulting Physician Accoucheur to St. Saviour’s 7 


(Continued from p. 155.) 4 
IN the British Medical Fournal of April ih, 1879, 
Surgeon-Major Ffclliott publishes a case which he terms one 
of “Septicemia simulating Scarlet Fever,” but which will, 


* Arch. Gen. de Med., 1844, p. 305. 
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on reading in the light of the views held out in this Paper, 
be seen to be a well-marked though mild instance of what 
I have named elsewhere “ toxzemic scarlatina,” resulting from 
the irritating fluid generated in, and from, wounds created 
by a severe burn, that irritating fluid with which every 
operating surgeon is familiar, as being most dangerous to 
the welfare of the patient who has undergone an operation. 

I will here give Dr. Ffolliott’s report zz extenso, and let it 
speak for itself :— 


‘“ Private Chapman, coming in the vicinity of the powder magazine, 
threw a lighted match on the ground after having lit his pipe. This 
ignited a quantity of powder that lay scattered on the ground, which 
he had not observed; the result was, that he was, as he put it, 
‘blown up,’ being severely burned on the left hip and inside of the 
thigh, and on the arms and face. The accident occurred on 
December 21st, 1878, and the following day he was sent to Peshawur, 
to the Base Hospital, for treatment. On the third day,after his admis- 
sion (December 25th) there was considerable constitutional disturb- 
ance ; @ bright scarlet rash was found on the abdomen, which spread 
over the whole body. ‘The following day the eruption was very vivid, 
resembling a boiled lobster. Several medical officers who saw the case, 
Pronounced tt scarlatina, Precautionary measures were taken, and 
the case was isolated. The eruption continued for five days, and 
then declined gradually. After the eruption appeared, the febrile 
Symptoms subsided, the temperature becoming normal. The highest 
temperature recorded was at the onset, when the thermometer 
registered 101°. The tongue was lightly furred, never at any time 
becoming red, nor was there any soreness of throat or enlargement _ 
of tonsils. The cuticle desquamated over the whole body, as in 
true scarlatina, even the palms of the hands and soles of the feet 
not escaping. 

“Although scarlatina is not unknown in India, I may state that, 
after the service of twelve years in the majority of the military 
stations of the Punjab, I have not seen or heard of a single case of 
this disease among Europeans or natives. There was no such disease 
in camp, as far as can be ascertained. 

“The soldier was twenty-four years of age, and has been three 
years in India. He recovered from the burns in due course, without 
any further ill effects, and was discharged from hospital, on February 
3rd, 1879. 

“There can be very little doubt that the absorption of the septic 
poison into the circulation is capable of producing a scarlet rash on 
the body ; whether this is capable of transmission by infection, I am 
unable to state. I doubt it very much, and think, when such is the 
case, the disease will be found to be true scarlatina.” 


In the discussion, Tuesday, April 8th, 1879 (British 
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Medieal Fournal, April 19th) on the report of the Committee 
on Croup and Diphtheria, Mr. Erichsen, the President 
(Medico-Chirurgical Society), states :—“ Diphtheria is by the 
report said to be a symotic disease, accompanied by a mem- © 
brane which might or might not be attended with croup.” 
Croup being defined to be “a laryngeal obstruction associated 
with pyrexia in children, which might be accompanied or not 
with false membrane.” In the discussion which followed, 
Mr. R. W. Parker speaks of “zymotic sore throat ;” and also — 
says “true croup prevailed zz common with other zymotic 
diseases, or independently of them,” “In accepting aj 
symotic cause for the origin of all croupous diseases, he did 
not know one single fact which militated against it, whilst 
he recognised many which were greatly in its favour ; and 
if in the future it should come to be regarded that a zymotic 
cause was at the bottom of the disease, then objections to 
the tdentity of croup and diphtheria would lose all their force.” 
Here is the evidence of a medical man who would place croup 
and diphtheria (they being almost universally by the profes- 
sion supposed to be quite distinct ailments) amongst the 
zymotics, who speaks of croup “prevailing 2 common with 
other zymotic diseases,” and of “accepting for the origin of — 
_ ALL croupous diseases A szymotic cause,” and thus bear me © 
out in the doctrine advocated, unity of poison, differentiation — 
of resulting phenomena (symptoms) for the reasons I have 
already mentioned. i 
Dr. Wilson Fox remarked in the course of the debate: “It — 
was exceedingly difficult to say there had been no zgymotic 
cause in all cases; and he believed that diphtheria might — 
arise de novo .... the won-presence of any gymotic condition ~ 
was always very difficult to prove.” 
Mr. Holmes said: “The term diphtheria is the anatomical — 
definition of a zymotic disease which may, or may not, be © 
attended with croup.” 
Dr. McIntyre: -“ Diphtheria is a d/ood disease, with local — 
mischief.” 
Dr. George Johnson (same debate continued, and reported — 
in british Medical Fournal, May 3,1879), says: “A remarkable — 
feature of the diphtheritic poison is its tendency to attack — 
inflamed or abraded surfaces” (in this, I‘would here point 
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out, resembling erysipelas). “Trousseau had _ described 
cases of infection of abraded cutaneous surfaces by the 
diphtheritic poison ; and in scarlet fever, measles, typhoid, 
&c. &c. there was often a diphtheritic exudation in the 
throat—‘this being’ he adds, ‘a distinct disease.’ I should 
say it was merely another manifestation of the same blood 
poison. “A case had been related to him (Dr. Johnson) 
by Dr. Dewes, in which two boys had been sent from 
(observe) he one home, one suffering from scarlet fever, the 
other from scarlet fever with diphtheria. When they 
were convalescent, and came together, the first was attacked 
with croupy symptoms and died of diphtheria.” 

“Tn another case, a friend of his had a child with congenital 
phymosis, which was operated on. The wound became 
covered with adiphtheritic membrane. On removal of the 
child recovery took place. At the same time, two or three 
servants in the house had sore throats, one of them 
went away, and had a decided attack of diphtheria. 
The drainage of the house was examined and _ found 
defective. It was remedied; and two years later another 
child in the same house was operated on for phymosis, and 
recovered without any complication. If the first child had 
catarrhal laryngitis from exposure to cold, this might have 
been complicated with a membranous exudation, excited by 
the septic poison. At page 32 of the Report it was stated 
that ‘in the large number of membranous affections of the 
larynx the cause was obscure ;—this did not agree with his 
experience. In nearly all cases the disease was traceable to 
direct infection, or to defective drainage. He had met with 
many instances of this. He had been told of an instance in 
which several cases of diphtheria—some being fatal— 
occurred in a house near Birmingham. The inmates were 
sent away and the draivage was attended to; after their 
return more cases occurred, and on further examination az 
old cesspool was discovered under the house. There was 
good reason to believe that the poison of diphtheria might be 
generated de novo in a cesspool.’ In this method of de novo 
origin, diphtheria is akin, I would here point out, to scarlet 
fever, typhoid, erysipelas, puerperal fever. “The Com- 
mittee” (of Report) continued Dr. G. Johnson, “referred to 





226 On the Unity of Potson tn 


infective or gymotic influence as the cause in a very large 
auimber of cases: he would say it was present zz all cases.” 
Mr. Jonathan Hutchinson said: “With regard to the 
connection between diphtheria (of the conjunctiva) and 
scarlet fever: this latter disease was sometimes accompanied 
by diphtheritic ophthalmia, and the conjunctiva became 
covered with a membrane, the removal of which readily 
produced bleeding. He had seen several cases in patients 
recovering from scarlet fever.” “Some predisposing force’ 
(the unity of poison, I would say) “in scarlet fever, led to 
the formation of a pellicle, apart altogether from any special 
exposure to diphtheria, and in this, as in other respects, the 
facts as regards membranous conjunctivitis were remark- 
ably parallel with those of membranous pharyngitis. In 
another class of cases the diphtheritic pellicle attacked 
wounds. He had met with a case in which a boy, who had 
a compound fracture of the leg, was thus affected ; he had | 
had an attack of diphtheria nine months before, and at the 
time of the accident was carried into the house where diph- 
theria was present. The pellicular condition of the wound — 
was very marked in this case. He had also seen pellicular — 
deposits on wounds in many cases, chiefly in connection with 
hospital gangrene, which occurred in the London Hospital 4 
ten years ago. These facts were of interest with reference — 
to the opinion of Virchow—in which he, Mr. Hutchinson, — 
thought there was much truth—<¢hat diphtheria should be 
placed in the same category as hospital gangrene.” ‘ 
In the debate on puerperal fever, held at the Obstetrical — 
Society in 1875, Mr. Spencer Wells speaks of “ diphtheritic — 
exudation on the mucous membrane of the uterus and | 
vagina, especially on the place of the separated placenta, — 
occurring during puerperal fever ,” and asks, “ Does puerperal — 
fever always and necessarily depend on the action of a — 
morbid poison?” These words I would like to place side by — 
side with those of Mr. J. Hutchinson, as bearing out the © 
doctrine advocated in my Papers. ; 
“ Then, as to membranous angina, he (Mr. Hutchinson) — 
would ask whether a contagious sore throat of frequent 
occurrence as an epidemic, but not fatal, in which there were — 
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a few patches of deposit, but no large skins, was. diphtheria, 
or a separate disease? Ina part of the country with which 
he was well acquainted, this sore throat spread from house to 
house, without being traceable to drain affection, or any 
other apparent cause. No one died of it; though many were 
very ill. ‘The disease was attended with inflammatory fever, 
and with the formation of small patches on the throat, but no 
large pellicles. The epidemic lasted several months, and was 
very contagious. It began in a village with a condition 
which was called diphtheria, three or four cases of which 
were fatal.” Here assuredly are samples of unity of poison, 
differentiation of symptoms, &c. &c. ! 

“He (Mr. J. Hutchinson) could make but little distinc- 
tion between these sore throats and, what was called, 
hospital sore throat; and he would ask the Committee whether 
they recognised hospital sore throat and common contagious 
pharyngitis as minimised forms of diphtheria? If they were 
so, what of the doctrine of the specific nature of the latter? 
The definition of diphtheria as A SPECIFIC FEVER IS WRONG. 
In many cases (wherein what was termed diphtheritic paralysis 
had occurred) he had found, after close inquiry, that there had 
been only slight sore throat. One case was that of a gentle- 
man who had only a temporary slight sore throat, while nursing 
a child who was ll with diphtheria.” Proof of the truth of unity 
of poison ; differentiation of symptoms ! 

“His (Mr. Hutchinson’s) object was to question whether 
there was any sound reason for speaking of diphtheria as a 
specific fever .... its onset was very like that of erysipelas.” 

“The adoption of the view, that diphtheria was nota specific 
jJever, but rather a specialised form of local inflammation, 
would remove much difficulty.” <A specialised form of local 
inflammation dependent upon a poison at one with that setting 
up what are termed specific diseases, some of which I have 
placed at the head of this Paper. 

Dr. Squire said: “The only part of the Report to which 
he would take exception, was that on the anomalous character 
of diphtheria as an acute specific disease. Jt was likened to 
typhoid fever ; but he considered it had a close analogy to scarlet 
fever, and that all the precautions necessary against one— 
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disease should be used against the other. In this respect— 
that diphtheria always increases as an epidemic in the early 
winter—diphtheria agrees with enteric and scarlet fever.” 

Dr. Lownds (Egham) said: “ He thought there was a 
great likeness between the poison of ordinary erysipelas and 
that of diphtheria.” 

In commenting upon, “A case of tonszllitis, measles, 
membranous laryngitis, and catarrhal (?) pneumonia,’ Dr. 
Donkin [British Medical Fournal, May 3rd, 1870, p. 662] 
makes the very pertinent remark: “The operation of 
tracheotomy revealed the presence not before made out of 
membranous exudation in the trachea. Hasthis fact, taken 
in connection with the whole course of events, any etiological 
significance ? Does the occurrence of membrane point to 
diphtheria as the disease from which the childsuffered, and 
imply a symotic origin?’ And, I would add, that the 
pneumonia was not the result of catarrh, but of the same 
poison which set up the other symptoms ? 

I am aware that the views advocated in these papers are 
in antagonism with those held at present by the majority of 
the profession, therefore I call to mind how theories and 
practice have constantly altered ; though I would hardly like 
to quote, as being particularly applicable to the object of 
these papers, the words of Sir William Jenner used in the 
discussion on croup and diphtheria; and reported in 
Lritish Medical Fournal, May 24th, 1879:— 

“He had been told that there was a wzzversal opinion that 
croup and diphtheria were distinct diseases. If it were so, 
one might be expected to have some respect for such an 
opinion, though it must be remembered that there was once 
universal belief in the existence of witches, and in the identity 
of scarlet fever and measles !” 

“Dr. Wilks drew attention to the fact that Dr. Hutchin- 
son, with whom he was disposed to agree to a great extent, 
was evidently unable to arrive at a definite idea as to what 
was specific, and what was idiopathic’’—a doubt I hold, — 
which tends to destroy distinctive characters as to origin of 
symptoms, and which negatives specificity of source and 


commencement, and therefore negatives specific disease; — 
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though I grant that symptoms, when taken by themselves, 
would give some cloak to the supposition that the diseases to 
which I refer are specific, generated specifically, propagated 
specifically, and have all their attendants and phenomena 
and surroundings specific. 

From Dr. Wilks’s words I gather that he considers, if a 
thing originate de novo or idiopathically, “being the result of 
external influences”—as he “believes diphtheria and mem- 
branous croup to do, just as much as cirrhosis of the liver is 
due to an external influence—gin-drinking”—it cannot be 
termed a specific affection. 

“Dr. Pavy drew attention to the fact regarding diphtheria, 
that in most cases there was albumen in the urine, which 
often also contained casts of the uriniferous tubules, appear- 
ances like those of septicaemia or pyemia, and indicative of 
blood-poisoning.” 

These, taken in conjunction with Dr. Saundby’s experience* 
in connection with the kidney conditions of typhoid (de- 





* It is generally received, and would therefore be termed the orthodox opinion 
of the profession, that scarlet and typhoid are in every way distinct and sepa- 
rate specific fevers. Some men consider the kidney changes which have been 
long noticed in connection with scarlet pathognomonic of that disease—or, as 
I should say, of that grouping or usual aggregation of symptoms, to which the name 
**scarlatina” is by habit applied. Dr. Hare, at one of the Harveian Society’s 
meetings, when I brought this subject incidentally forward, stated: ‘“‘I do not 
think that the kidneys a/ways present anything characteristic of the disease ; 
but I do think scarlet fever a distinct affection from all other fevers, and 
that, in cases terminating fatally in the acute stage, there were sometimes found 
appearances of the kidney (intense redness, &c.) SUCH AS ARE FOUND IN NO 
OTHER DISEASE WHATEVER !” 

This objection, I confess, I could not at the time answer by emphatic and 
certain confutation, either from personal pathological experience, or from that 
gained by reading ; though, in my own mind, I felt that similar kidney changes 
might be noticed in, at least, typhoid and puerperal fevers; perhaps, also, in 
severe forms of erysipelas and diphtheria. Yet I could not answer the objec- 
tion of so eminent a physician by any positive experience and facts; with 
hegative arguments alone could I reply to the objection. But now I will take 
leave to quote from Dr. Saundby’s paper on ‘The Diagnostic Value of Albu- 
minuria,” in which occur the following remarkable observations somewhat con- 
firmatory of my views, and supplying, as it were, a missing link in the chain 
of evidences :— 

British Medical Fournal, May 10, 1879, p. 699-—‘‘One of these cases of 
debility, attended with albuminuria, was after typhoid fever; a condition in 
which it sometimes happens that actual renal degeneration occurs, although 
Bartels scarcely admits it (‘Ziemmsen’s Cyclopzedia,’ English translation, vol. xv. 
p. 54). Within the last six months, I have seen three cases of albuminuria after 
typhoid fever. In one of these, the urine presented all the characters of parenchy- 
matous nephritis, and there was dropsy ; in the others, the symptoms were those 
of debility with albuminuria.” 
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scribed in his Paper, to which I refer further on), and the 
well-known scarlatina conditions, tend to supply the absent 
links in the chain of accumulative and constructive evidences 
—absent links to which I allude when quoting Dr. Hare’s 
words. 

Dr. Fitzpatrick and Dr. Johnson consider diphtheria may 
be originated de novo from sewage contamination. Dr. F. 
Thorne’s words bear out so much of the view of this Paper 
that I will quote them from page 778, British Medical 
Fournal, May 24th, 1879 :— 


‘““As long as the exudation was limited to the larynx, and there 
was no evidence of any previous cases, the disease was called croup; 
but when the disease spread, and the subsequent cases were plainly 
derived from the early ones, it was called diphtheria. With regard 
to the etiology of the disease, he had made several investigations 
under specially favourable circumstances in isolated districts in which 
the earliest attacks were certainly not contracted from contact with 
persons having diphtheria. 

‘““Over a large area, too extensive for personal infection, there 
would be a great tendency to secre throat. Then, groups of cases would 
occur, 7m which the disease was decidedly infectious ; and, dater on, 
there would be severe cases with patches of membrane on the tonsils, 
and inflammatory symptoms ; or with obscure inflammatory symptoms, 
difficulty of swallowing, and loss of voice—but no visible exudation. 
At /ast, perhaps in a single village in the area, there would be az 
outbreak of diphtheria in tts severe and fatal form. Hence the 
diphtheria appeared to be developed from what was originally a 
simple sore throat, and the infectious character was gradually 
increased.” 


Can any words more fully confirm the view of unity of 
poison, differentiation of resultant phenomena—symptoms— 
and of the views, dependent upon this unity, &c. as the 
corner-stone ? 

I would here quote words from the “leader,” of the 
Medical Press,.for May 28th, 18709, p. 430, significantly 
confirmatory of the views of the unity of poison, differen- 
tiation, &c. &c. :— 

“Tt had been observed that in several outbreaks of diphtheria, the 
earliest deaths were referred to membranous croup, and the later 
ones to diphtheria; and that, taking observations extending over a 


large area, it seemed as if diphtheria was developed from what was 
originally a simple sore throat, the infectious and diphtheritic character 
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of the affection gradually increasing, till in some districts there 
would be an outbreak of diphtheria in its severe and fatal form. 
Might not, therefore, so-called membranous croup occupy an inter- 
mediate position in the development of the disease? It is very 
natural that the first cases of an epidemic outbreak of diphtheria 
should be of a mild form, and that these cases, wanting many of the 
most characteristic features of the more severe and fatal form of 
diphtheria, should be set down as croup—just as epidemics of cholera 
are preceded by an unusual prevalence of ordinary diarrhea ; SO may 
epidemics of diphtheria be ushered in by SEVERAL forms of throat 
affection VARYING from common sore throat to attacks from what can 
scarcely be distinguished from inflammatory croup.” 

“Tt was possible that diphtheria had a history and a 
pedigree,’ Dr. Thorne continued, “sore throat being at one end, 
and diphtheria at the other. Might not so-called membranous 
croup occupy a position in the development of the disease 
intermediate between sore throat and diphtheria? Jf zt be 
so, then surely the two affections own a common origin. It was 
important to ascertain all that was possible of the natural 
history of the disease, so that, by effectual sanitary measures, 
the poison might be deprived of the conditions favouring its 
full development. At present, the porson, even when developed, 
tended to revert to a former and more innocent stage. Unless 
controlled, zt might some day acquire the persistency of some 
of the more stable potsons.” 

Dr. Thorne means by “stable poisons” small-pox, and 
such-like. 

Dr. Dickinson said: “There might be a membranous 
affection of the larynx in small-pox or scarlet fever, but 
this was very rare; and one could not say that diphtheria 
might not also have been present in such cases.” Is it nota 
law in nature that two things cannot occupy the same place 
at the same time? Is there any proof that there are two 
distinct specific acute poisons in the blood at the same time, 
producing—one scarlatina, as is the fashion to call certain 
symptoms, another diphtheria—as though they were distinct 
entities ? 

Is it not much more in accordance with all scientific 
knowledge and with facts, that, instead of there being two 
separate specific acute poisons in the blood, producing two 
distinct diseases, there is one virus, producing diseased 
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actions—demonstrating its presence by different symptoms 
or phenomena, for the reasons I have already pointed out ? 

Dr. Dickinson continued: “There was evidence that 
diphtheria was interchangeable with follicular tonsillitis (see 
Dr. Bowles’ cases quoted further on) ; and he thought that it 
had also distinct pathological connection with other diseases, 
and called to mind A SERIES of cases in which poisoned water — 
out of one well into which ran drainage—had been drunk, 
the result being, 2 various cases, diarrhoea, purulent 
ophthalmia, erysipelas, pharyngeal diphtheria, and croup or 
laryngeal diphtheria—ALL arising from the SAME CAUSE. 
There is curious evidence that diphtheria may be only one 
of several disorders ENGENDERED BY ONE AND THE SAME 
CAUSE!” How strongly affirmatory of the doctrine, unity 
of poison, differentiation of symptoms, &c. &c.! 

“So far as Buchanan’s figures go, they are in favour of 
the view that certain conditions, apart from special diph- 
theritic influence, may develop membrane in the air-passages.” 
The certain conditions are, “the various exanthems.”’ “The 
probability is,’ pursued Dr. Dickinson, “that these febrile and 
accidental irritants are able themselves to produce the 
membrane in question.” I have explained that the unity 
of poison, differentiation, &c., will account for the occur- 
rence of these so-called different affections; and for their 
concurrence in the same persons, and their occurrence in 
different persons at the same time. 


(Zo be continued.) 
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MITRAL INCOMPETENCY, 


WITH EXTREME IRREGULARITY OF THE HEART AFFECTING 
THE TERMINATION OF PREGNANCY, SUBSIDING 
AFTER PARTURITION. 


By WaLTER S. A. GRIFFITHS, 
Obstetric House Physician, St. Bartholomew’s Hospital. 


CONSIDERABLE attention being at the present time directed 
to cases of heart disease complicating pregnancy and partu- 
rition, the following case, which has been under the super- 
vision of Dr. Matthews Duncan, in the out-door maternity 
department of St. Bartholomew's Hospital, may be worth 
recording. 

Mrs. W., aged twenty-three. Three and a half years ago 
was laid up for five weeks with acute rheumatism. No 
cardiac complication at that time suspected, but occasionally 
since has suffered from some dyspncea on exertion. 

Her first child born eighteen months ago with no unusual 
difficulty. She was first seen on April 26th, expecting to 
be confined within a few days. She then complained of 
severe pain, increased on exertion, at the base of the left lung 
below the axilla. 

Nothing abnormal about the lung discovered to account 
for the pain. The pulse was about sixty, very variable in 
power, intermitting one in three or five. 

Heart’s apex beats half an inch internal to nipple line in 
fifth interspace. 

Area of dulness somewhat increased upwards and to the 

left. At the apex a soft, systolic bruit was heard, following 

the first sound, and could be traced to the sternum and 
axilla, inaudible at the base and faintly audible at the angle 
of scapula. 

Second sound at apex sometimes reduplicated. 

No abnormal sound at base. 


No, LXXVI.—Vo1. VII. R 
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No thrill, action of heart very irregular. 

No marked increase of cardiac pulsation. 

Labour commenced at 4 P.M. on May 8th. Head in first 
position, pains very feeble, and progress slow. During the 
pains the pulse averaged eighty, intermitting one in three 
beats, but of good and equal power. She was told not to 
bear down strongly, and there was no dyspnea. 

At twelve midnight she was delivered with forceps, pro- 
gress having been very slow, and there being signs of 
exhaustion. 

With the exception of a rise of temperature on the 
second day when the lochia were somewhat foetid, conva- 
lescence was rapid. On the 2oth, the cardiac bruit had almost 
disappeared, and the action of the heart was more regular. _ 

She was strongly advised not to suckle her child after 
three months, 
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OBSTETRICAL SOCIETY OF LONDON. 
Meeting, Fune 4th, 1879. 
W...S. PLAvPAirn, M.D. F.R.C.P., President, in the Chag: 





lVvew Form of Midwifery Forceps. 

Dr. Thorburn, of Manchester, showed the forceps referred to in 
his speech at the May Meetings of the Society. The general 
shape was similar to that of the forceps of Dr. Roberts. At the 
end of the handles was a clip, by which they could be held together. © 
The shanks below the lock could be separated by means of a screw 
which passed through one of them. By this mechanism the ends of 
the handles being approximated by the clip, the blades were brought 
closer together, and the child’s head compressed. 





fibroid Tumour Removed by Gastrotomy during Pregnancy. 

Mr. Knowlsley Thornton showed a fibroid outgrowth from the 
uterus, weighing nearly seven pounds, removed by gastrotomy 
between the seventh and eighth month of pregnancy. The patient 
was thirty-nine years old, and had been married two years. Seven 
weeks after her marriage, one normal menstrual period having inter- 
vened, she had a serious illness. She missed one period, and after- 
wards had profuse and irregular hemorrhage. During this illness” 


Obstetrical Soctety of London. 235 


she first noticed a lump at each side, in the ovarian regions. These 
swellings increased for a time; afterwards there was a diminution in 
their size accompanied by signs of bladder irritation. In August, 
1878, menstruation ceased ; she suffered from vomiting after food, 
became very ill, and took to her bed. On May 7th, 1879, she was 
brought to the Samaritan Hospital. Her pulse was then very rapid 
and feeble, and she appeared likely to die, but after a time improved 
somewhat. His first impression was that tumours of both ovaries 
were present, and that these might be malignant in character. ‘There 
were signs of pregnancy, and some fear was entertained that the 
pregnancy might be extra-uterine. A fortnight after the patient’s 
admission, it was thought that the most favourable time for an ex- 
ploratory operation had arrived, the alternatives being Cesarian 
section or laparo-elytrotomy at full term, since the pouch of 
Douglas was filled by a portion of the tumour. Mr. Spencer Wells, 
in consultation, agreed in this opinion. Expecting to find ovarian 
tumours, he himself thought the operation the best course to adopt. 
It was performed on May 22nd. The intestines were found free 
from adhesion. The pregnant uterus was on the left side ; a solid 
tumour on the right. This was adherent in front, and to the pelvic 
brim, and was also firmly fixed in the pouch of Douglas. After 
separating the adhesions, while looking for a pedicle, he discovered 
a healthy right ovary. A pedicle was then discovered, as broad as 
halfacrown. On enucleating the tumour from this by the fingers, a 
profuse rush of dark blood followed. A large sponge was used as a 
temporary plug; then a temporary clamp was applied. Finally 
the pedicle was transfixed and tied, one ligature being afterwards 
passed round the whole pedicle. Examination showed the tumour 
to be uterine and not ovarian. Delivery took place the night follow- 
ing, and death occurred on the fifth day. At the autopsy, the uterus 
was found to have numerous fibroids in its walls. ‘There was obstruc- 
tion of the intestines from acute enteritis, and matting together of 
the coils. 


Case of Fallopian Gestation. 


Mr. Alban Doran showed a specimen of Fallopian gestation. 
The patient was thirty-one years old, and had been under the care 
of Mr. Conolly, of Wood Green, menstruation occurred on June 2oth, 
1878, and did not reappear the next month. On August 2oth she 
had severe pain in the groin and hypogastrium, and collapse lasting 
thirty hours, and accompanied by retention of urine. On Sep- 
tember roth she had a similar attack. Mr. Spencer Wells then saw 
her, and thought that she had either tubal foetation or a heemotocele. 
Some days after a complete cast of the uterus was passed. On October 
14th she had a hysterical attack, followed by collapse, and death in 
ten minutes. At the autopsy a moderate quantity ot fluid blood was 
found in the peritoneal cavity, and a foetus three-quarters inch long in 
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the outer part of the left Fallopian tube. There was a corpus luteum 
on the same side. An operation would in this case have been diffi- 
cult, if not impossible. On scooping out the clot from behind the 
uterus, a layer of decolorised fibrin was found, below this was a 
harder layer, and finally a third and adherent layer. These layers 
corresponded to the successive attacks, 


Kibbee’s Fever Cot. 


The President read a letter from Dr. Thomas, of New York, in 
which he stated that the fever cot sent by him, and exhibited by the 
President at a Meeting of the Society last year, was the invention — 
not of himself, but of Dr. Kibbee. 


Adjourned Discussion on the Use of Forceps and its Alternatives in 
Lingering Labour, 


Dr. Epis.—In moving the adjournment of the discussion, I feel 
sure I but expressed the wish of many present that we should have 
a still greater length of time devoted to the consideration of a subject . 
so ably and so exhaustively introduced by one whom we are all 
pleased to honour. The subject itself is of great importance, not 
only to us as a profession, but to the public at large, and to countless 
thousands of children yet unborn, whose prospects of existence 
depend upon the management of their mothers during their entrance 
into this world. The last published accounts of the Registrar- 
General for 1876 tell us that in England alone over 4000 mothers 
succumbed to the accidents or diseases incidental to childbirth, to say. 
nothing of another thousand who died after childbirth from various 
diseases not referred either to childbirth or to metria in the abstract. 
This is no great fatality for one year, for during the last thirty years—_ 
from 1847 to 1876—an average of 3500 per annum have, alas! gone 
over to the major part by accidents and diseases of childbirth ; and, 
therefore, any consideration that we can give to this subject I am 
sure will not be thrown away. When we consider that we aré dealing 
not with the statistics of any severe disease of whose bearings we 
know little or nothing, but with the carrying out of a mere physio- | 
logical function at the time the powers of life are presumed to be in 
full working order, and where, in the majority of instances, it is 
under skilled supervision, I think we must reproach ourselves some- 
what that the mortality still keeps up to the extent that it does. The 
triumph of modern surgery is its conservatism, that of medicine its 
preventive aspect, and unquestionably the direction in which we 
must labour to bring obstetrics up to a corresponding footing is to 
endeavour to avert the dangers and difficulties likely to beset us, and 
not so much to rely upon our treatment of those actual dangers when | 
they have been allowed to come into existence. ‘The question then 
before us is the prevention and management of lingering labour, 
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especially with reference to the employment of the forceps and its 
alternatives. Let us take them in the order in which Dr. Barnes 
himself has given them. And first we take expectancy. Now 
expectancy is all very well, but unfortunately we leave too much to 
our patient and too little to ourselves. How often does it happen, 
when wé aresummoned to the lying-in room, we find, instead of our 
patient having been put into proper training, as is usual in the case 
of a race or any muscular effort which one might be called upon to 
go through—how often do we find her in this state: that her sleep 
for a long while past has been disturbed, that her digestion has been 
interfered with, the functions of the body not properly performed, and 
yet we expect that patient to go through what is after all a very trying 
process. But, supposing we have taken some little pains to see that 
our patient is brought into a proper state to go through labour, thes 
I contend much may be done in seeing that she does not expend her 
powers fruitlessly. How often do we find that hour after hour and 
day after day goes by, and still our patient is in the agonies of child- 
bearing. Unfortunately, it seems to me, the practice of obstetrics 
appears to engender in the minds of many a tendency to trust 
implicitly to nature—to wait and watch and see what will come of it. 
We prescribe largely, as has been said, the tincture of time instead of 
applying the essence of others’ experience, and very frequently aliow 
our patient to get into such a condition that all our efforts are fruit- 
less to rescue her. Therefore, in taking up a subject like this, I 
think our attention should not be altogether limited to the question 
of what by many is considered a dernier ressort. I consider myself 
that the forceps is an aid to labour, to supplement the defective 
arrangements of nature, if we may so say, and that we have no 
business to treat it as the w/éima ratio, as it were, which is looked 
upon with such great dread, or was until recently. If forceps were 
only used judiciously and when the occasion properly demands it, I 
feel sure that many would not only sanction it, but look forward to 
its help in their time of difficulty. Expectancy, as I say, may be 
carried too far. The moment we find the least evidence of flagging 
power, of any cessation of pains, any intermittence in the regular 
beat or any acceleration of the patient’s pulse, or any general 
evidence of the patient having had more than she can fairly compass, 
I think we are bound in duty to assist the patient, and not to allow 
her to go on until she is in powerless labour. Then the question 
will arise, What shall be done? ‘There are many simple expedients 
that I fear are too frequently overlooked. Dr. Matthews Duncan 
has shown us that, under ordinary circumstances, the mere propelling 
force of labour is about forty pounds ; and in any extraordinary case 
of labour where unusual effort is made, the propulsion exercised by 
the uterus or by the abdominal muscles, with the voluntary efforts 
that the patient herself can make, does not exceed eighty pounds. 
Now, I think, as our President has so ably pointed out in his 
late systematic treatise, we have within our power a very simple 
expedient by placing the patient in any position—in the ordinary 
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obstetric position on the left side or on her back, or in any position, 
—that by pressure upon the uterus externally we can very frequently 
apply an equal if not a greater pressure than that which nature 
herself is expending upon the process. We can in this way exert a 
pressure of sixty to oné hundred pounds. This can be tested by a 
spring balance, and determined as a simple matter. I think in many 
cases we may assist our patient very materially by exercising a 
certain amount of compression. Then, in too many cases, I feel sure 
the binder is too much neglected. I often suggest to a patient, “I 
think we will have a binder,” and sometimes both nurse and patient 
seem to think that one is doing something very extraordinary. I 
appeal to those present whether in their individual experience they 
are in the habit of applying the binder to patients before the child is 
expelled. Then, supposing this simple means fails, and we have 
taken care that the patient is not utterly exhausted from want of 
nourishment or occasional rest, by giving her an hour or two’s sleep, 
then, having exhausted those means, I think the question will 
naturally arise, “Shall we give her ergot or apply the forceps?” For 
myself I consider ergot not only an uncertain, but a very treacherous 
remedy. In many instances it exerts a power far greater than we 
had the intention of giving, and by doing that we are simply encour- 
aging the very dangers we are so anxious to escape—that is, rupture 
of the uterus, the tearing of the soft parts, injury to the mother, or 
death of ‘the child, or actual compression of the uterus ; and I think 
after the nervous force that supplies the uterus has been expended 
for many hours in contracting the uterus, and when the powers begin 
to flag, it is very unphilosophical of us to attempt to stimulate it ; it 
is far better for us to supply some extra force. That can be done, 
without any attempt to stimulate the already overtaxed and over-_ 
worked muscular fibres, by the application of forceps. The thing is 
as simple as possible. Unfortunately the education at the present 
day, or up to the present day, has been so neglected in this depart- 
ment that many men co not feel themselves competent to apply 
forceps, and therefore give ergot. I think this obstetric education is 
at the root of a great deal of misunderstanding as regards the utility 
of the forceps. Now we will go on a little further. ‘‘ The chief 
contest turns upon the use of the forceps in the second order of 
cases. Does lingering labour occur so as to entail danger to nother — 
and child during the first stage of labour?” I believe, in conjunc- 
tion with many who are called consultants, that we can see things 
from a standpoint that others look at from a totally different bearing. 
I can answer this question unhesitatingly in the affirmative, that 
lingering labour does occur so as to entail danger to the patient. 
Not long since I was asked to see a patient in consultation who had 
been allowed to go on for three consecutive days and nights in 
labour. The practitioner’s explanation was that the os was not 
dilated, and when I explained to him that the membranes had rup- 
tured sixteen hours after the commencement of labour, he saw the 
difficulty at once. I succeeded in delivering the patient, and could 
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have done so in all probability some two or three days or nights pre- 
viously. Dr. Barnes asks: “Is the application of the forceps ever 
necessary or useful before the full dilatation of the cervix uteri?” 
This is the most important of all, and I wrote to Dr. Johnston ask- 
ing him if he would entrust me with any views he might have bearing 
on this part of the question. From his letters to me I have extracted 
a few remarks which I think are worth recording. He says: “I beg 
leave to say, in answer to the first query, I consider that the forceps 
are necessary and useful before the os is fully dilated, in order to 
avoid danger to the mother, in cases where the liquor amnii has 
escaped at the commencement of labour, which would otherwise 
accrue by the pressure of the child’s head upon the cervix, particu- 
larly when it is retained at the brim ; and more so where, through 
any cause, there may be delay. This danger may also occur in cases 
where, although the membranes are unruptured, the waters remain 
above and the foetus descends upon the cervix. In such cases the 
forceps is equally necessary, as by its timely use you prevent the 
liability to inflammation and sloughing, and, mayhap, complete separa- 
tion of the cervix from the body of the uterus, and death, as in one 
instance occurred with myself, and was the reason which induced me 
to adopt the method. The danger to the child, particularly when 
the liquor amnii has escaped, is from the frequent uterine action of 
the labour pains producing compression of the placenta to such a 
degree as to prevent the circulation of blood through the organ, 
and this causes the death of the foetus. Another reason for the 
timely aid of the forceps is in cases of extremely nervous, delicate 
females, so ill able to bear the exhaustion and fatigue of the labour 
pains (even though they may not be protracted to any lengthened 
period), and from which they so slowly and with such difficulty are 
brought to convalescence. In such cases the early application of 
the forceps is attended with the most beneficial results, as 1 have 
frequently experienced. These, among others, are the principal 
reasons why I advocate the measure. I may add, that since the 
expiration of my mastership of the Rotunda Lying-in Hospital, in 
1875, I have performed the operation in several instances under 
the foregoing circumstances, and have every reason to say that 
the more I have done so the more am I convinced of the great 
advantage I have derived from the practice.” I do not hesitate 
to read these remarks, coming as they do from such an impor- 
tant authority, although I believe Dr. Johnston is represented 
here by one of his late assistants, whom I hope we shall have the 
pleasure of hearing shortly ; and I think also it is only fair to Dr. 
Johnston that they should be read, especially as his name has been 
called in question. He says further: ‘‘ On looking over Dr. Barnes's 
paper on the use of the forceps when the os is undilated, I would 
wish to draw attention to a few of his observations. First, I 
perceive, when speaking of the application of the blades, he says, 
‘this is generally not very difficuit.’ Now, fearing that this might 
lead the casual reader to think lightly of the proceeding, I 
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should wish that it be distinctly understood that although there 
may be no difficulty, still the greatest care should be taken 
and nicety observed in the introduction of the blades, lest the 
point may slip outside the os, and be pushed into the posterior cul 
de sac and through the peritoneum, thus causing considerable injury, 
attended with the most dangerous consequences. Secondly, in his 
aliusion to traction, he says, ‘if the os is dilatable.’ I may state 
that under no other circumstances is the operation justifiable. When 
there is not that danger which he states, ‘of dragging down the 
whole uterus and child,’ in any way, we always found the os gradually 
yield under the gentle traction which, until it is expanded, should 
enly be employed. In no instance of the 169 cases recorded did ~ 
such an occurrence take place. Thirdly, speaking of the length of 
time occupied in the delivery of the child being ‘an hour or more,’ 
I have only to say that in our cases the duration of the operation did 
not extend beyond twenty to thirty minutes, except in one instance 
(that of a case of deformity from an exostosis at the brim), when it 
lasted three-quarters of an hour, in a woman in her ninth pregnancy. 
The child, a female, weighed 7lb. 120z., was born alive and. lived, in 
whose head there was a depression of the left parietal bone three 
inches and a half by one and three-quarter inches in breadth, and 
three-eighths of an inch in depth. Both mother and child went out 
well on the twelfth day. Fourthly, he mentions the amount of bruis- 
ing of the soft parts and tearing of the os uteri. Now, I can say that 
in our practice there was none, if I except the case of sloughing of 
the vagina mentioned in the reports, and which was caused by the 
too frequent examinations made during labour before the operation. 
And as to the tearing of the os, in all the cases which died, 
on post-mortem examination the os was found not more bruised 
than what would have occurred in primipare during ordinary — 
labour. Fifthly, in his remarks as to the ‘increased amount 
of suffering during the dilatation,’ I beg to say that we avoided it 
by (as was our invariable rule) putting the patient under the influence of © 
chloroform before proceeding to operate. And with regard to the 
‘liability to retention of the placenta,’ we had only two instances, 
one from morbid adhesions and one from irregular contraction ; and 
as to its ‘predisposing to the danger of post-partum hemorrhage,’ 
the number of cases in the 169 recorded where post-partum heemor- 
rhage followed amounted to four, but they were of so trifling a nature 
that two were quite convalescent, and able to go out on the eighth’ 
day, one on the ninth, and one on the tenth day. This last was in 
delicate health on her admission, so that I consider it must be 
allowed that in our practice, at least, there was not that predisposition. 
I have merely to say with what pleasure I have read Dr. Barnes’s 
paper, and I cannot conclude without expressing my gratitude to 
him for having taken such a considerate and rational view of the 
practice, feeling certain that in course of time the early use of the 
forceps in skilful hands, so far from it being attended with danger, 
will be proved to be of the greatest advantage in saving the life 
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both of mother and child.” It is only a very few years since I 
brought before the Society my own views on the subject of forceps, 
therefore I will not occupy your time any further, seeing that we 
have with us several eminent Fellows who honour us by their 
presence, and will, I hope, take part in the discussion. I trust, 
however, that the question will not be discussed entirely upon the 
forceps itself, but that we shall consider the alternatives both as 
regards prevention and the management of lingering labour when it 
has been allowed to occur. 

Dr. Lompe ATTHILL (Master of the Rotunda Hospital, Dublin).— 
It is with very considerable diffidence that I take any part in this 
discussion, for several reasons. The principal one is, that my views 
are so very much in accordance with those which have been already 
so ably and clearly put before you by my friend Dr. Barnes that I 
really have very little to add; but, sir, I felt that the repeated and 
pressing invitations which have been kindly given me by your 
secretaries and by Fellows of this Society should be responded 
to. Occupying as I do the position of master of the Rotunda 
Hospital, the greatest school of clinical midwifery in this king- 
dom, I felt it was my duty to state what our practice was, and 
what my experience in the question under discussion is. Since 
I was appointed in November, 1875, we have had about 4000 
patients delivered in the hospital. The exact number up to the rst 
of May last delivered in the hospital during my mastership was 3958. 
Of those patients, 279 were delivered with the forceps—in round 
numbers 1 in 14. In our extern maternity, during the same period, 
we had 2486 deliveries, of whom 85 were delivered with the forceps, 
or iin 29. You will remark that our deliveries by the forceps in the 
hospital are just double those in the extern maternity. But, sir, in 
estimating the inference to be deduced from these figures, it 1s neces- 
sary to bear in mind of what class our intern patients are composed. 
In the first instance, a very large majority of them are primiparous ; 
and I need not say that in cases of primiparee the forceps are more 
frequently used. Next, we have a number of patients who seek 
admission because they are cases of difficulty. Admission to the 
lying-in wards of the Rotunda Hospital is absolutely free. ‘The con- 
sequence is, if a woman has been a long time in labour and becomes 
alarmed at‘her labour being tedious, she may herself seek admission, 
and is at once admitted. Again, patients are sent in to us by general 
practitioners and by the poor-law medical officers simply because they 
are cases of difficulty. Moreover, from time to time patients are 
admitted from the provinces simply because their previous labours 
have been difficult or dangerous. Now, what the exact proportion of 
patients coming under this class is we cannot say with certainty ; but 
suppose that only some twenty are admitted in the year, even that 
number would considerably modify the inference to be deduced from 
the figures I have given you. I make these remarks because I con- 
sider the proportion of one in fourteen is rather large if taken on an 
area of general practice, and it is my wish if I can to prevent the 
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undue use of forceps in cases in which they are not absolutely neces- 
sary. But, sir, if any aid is necessary to midwifery, I feel that the 
forceps is superior to any other. With respect to the administration 
of ergot, it is absolutely given up in the Rotunda—I may 
say prohibited, because we do not allow it to be given in 
the extern maternity any more than in the hospital. With 
respect to the compression of the abdomen, that is a. practice 
_ which I must say I consider at least unscientific and calculated to be 
very injurious. As to the introduction of the fingers in the rectum 
with a view of expelling the head, it is a proceeding calculated to 
injure the soft parts of the mother ; it is most irksome to her, and I 
suppose equally irksome to the practitioner himself. But on this ~ 
point—that is, the use of the forceps*when the head is low in the 
pelvis—I think that there is nearly a unanimity of opinion, as far as 
I can judge from reading the discussion which has taken place in 
this Society. The real question at issue is whether the use of the: 
forceps is justifiable in cases in which the os is not fully dilated. 
Now, I do not think it is possible that any practitioner of experience 
who has thought over this subject would say that the forceps should 
not be used because the os is not fully dilated. I use it, but in as 
few cases as possible. When the head is low in the pelvis and the 
os fully dilated, we have no hesitation in applying forceps, and, I 
believe, rightly so: but when the os is not fully dilated, no matter 
whether the head is above the brim or, as is sometimes the case 
when a foetus is small, when the head is low in the pelvis, I object 
to use forceps unless the condition of the mother is such as, in 
my opinion, warrants its use. As an illustration, I will mention a 
case which occurred just before I left Dublin. A woman had been 
six hours in labour with her first child. The waters were five or six 
hours evacuated ; the os nearly fully dilated, but not quite; the head 
just at the brim; the os soft and dilatable; the patient getting 
exhausted and restless, saying, “Oh, how tired I am;” the pulse 
risen in two hours from eighty to one hundred and five. In this” 
case I applied the long forceps, and I may here say the forceps we 
invariably use are those known as Dr. Barnes’s double-curved forceps. 
I delivered the patient, with the greatest facility, of a living 
child, both mother and child being now perfectly well. I am, 
however, satisfied that a certain number of practitioners under- — 
estimate the danger which may occur from too early use of 
the forceps before the os is fully dilated, and I believe that — 
is due to the fact that they do not distinguish between the 
two very different classes of cases with which they have to deal. 
In some cases the os is so soft and easy dilatable that deli- 
very is effected with the greatest possible ease and safety. In ~ 
some cases it appears to me that to talk of the os not being 
fuluy dilated is really hardly correct. Over and over again I have 
watched a case in which the os could be distinctly felt. Keep your 
finger in contact with the os uteri, and as the pain comes on it will — 
all but disappear ; but if the pain is inefficient, the head will speedily 


Obstetrical Socrety of London. 243 


recede as the pain goes off, and the os contract to the same condition 
as before. I have watched such cases a considerable length of time, 
and these are those cases in which one is tempted simply to apply 
forceps—a perfectly safe proceeding, but a most unjustifiable one ; 
but it is far different with another class of cases. I think we are too 
much in the habit of talking of the “os uteri being dilated,” or “un- 
dilated,” as if the os were a mere rim, to dilate which all difficulty 
was over. But in point of fact we should in most cases speak of the 
“ cervix” rather than of the “os uteri ;” the whole lower segment of 
the uterus has to dilate during labour, and it is this undilated cervix 
which often opposes us. I have more than once applied the long 
forceps when I thought I had to deal with the os only, and found 
that my efforts to deliver were opposed by the condition of the cervix. 
The whole uterus descended as traction was being made, till the lip of 
the os appeared at the very ostium vagine. ‘These were cases in 
which delivery had become imperative ; but consider the pressure to 
which the cervix must have been subjected between the child’s head 
and the pelvic wall before delivery could be effected, and how great 
was the danger of laceration of the cervix. This induces me to avoid 
the use of the forceps before the os is fully dilated in all cases in 
which I can do so; but, on the other hand, if a case occurs in my 
practice in which I believe it imperative to deliver the woman before 
the os is fully dilated, I unhesitatingly have recourse to the use of the 
forceps, notwithstanding that the os uteri is not fully dilated. I 
believe that practice is safer than the practice of version, and I say that 
with a certain degree of confidence from a not very limited 
experience. I know the difficulty which I have experienced more 
than once in endeavouring to bring down the head through an 
undilated cervix, which has tightly grasped the foetus round the neck, 
and I have no hesitation in saying I prefer the forceps to version 
under such circumstances as those. I think it ought not to be for- 
gotten that in a certain number of these cases we are obliged to use 
forceps simply because the brim is slightly contracted. In many cases 
a slight contraction of brim is not distinguishable by an ordinary 
digital examination, nor can you make it out unless you pass the 
whole hand into the vagina. In those cases the os never fully 
dilates, the head never comes down fully on the os, and I am per- 
fectly satisfied in a certain proportion of cases in which these forceps 
are applied before the os is fully dilated that nondilatation is due to 
imperfect contraction of the uterus. With your permission—and 
perhaps practice is more important than precept—I will read the 
details of two or three cases which have come under my care during 
the last year.. They are taken from the report of the Rotunda 
Hospital, which has not yet been published, and will, I think, throw 
some light on the treatment of such cases as those which we are at 
present considering :—“‘Case 1. E. C , aged twenty-three, was 
admitted into hospital at 3 a.M.on May 11th, having been about 
twenty hours in labour under the care of a midwife. ‘The membranes 
had ruptured the previous day, and the patient seemed much ex- 
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hausted from protracted efforts at ‘bearing down.’ The os was 
about half dilated, and very rigid ; a large scalp tumour could be felt 
on the foetal head; the vagina was hot and dry.- Warm baths, 
chloral, and opium were tried repeatedly during the day. At 10 P.M., 
the patient having been chloroformed, the forceps were applied; vs 
three-fourths dilated. The cervix offered considerable resistance, 


and some blood flowed with the first efforts at traction. -A small 


thrombus formed at the posterior fourchette as the head was coming 
down upon the perineum. Two incisions were made latterly in the 
perineum to avoid the danger of laceration. ‘The child was still- 
born. Convalescence was uninterrupted, and the patient went out 
on the eighth day.” “Casr-2- A.) 
ried. Labour commenced on May 15th ; the waters were discharged 
the same day. Came into hospital on the 16th, having been twelve 
hours in labour. The os was found to be the size of a shilling, and 
very rigid. All the ordinary means of relaxing it were employed, 
but with very little effect. At midnight ~on the 17th (third 
day since escape of liquor amnti) the os was about the size 
of a florin, still very rigid; the vagina hot; tongue coated ; 
pulse rapid, and the patient in great distress of mind. Chloro- 
form was administered, and she was kept under its influence for 
twelve hours. At noon the following day (18th) the forceps were 
applied and locked. No traction was applied for half an hour after- 
wards, as it was hoped the eccentric pressure of the blades would 
expand the cervix sufficiently for the passage of the head. In fifteen 
minutes more it was drawn through the cervix, and was soon delivered 
without further difficulty. The entire time which elapsed from the 
application of the instruments until the birth of the child was fifty- 





, aged twenty-six, unmar- — 


five minutes. The child was born alive, and lived for thirty-six hours | 


afterwards. t1gth, 7 p.m.: Patient has suddenly become deeply 
jaundiced, groaning and complaining of general distress, but no pain ; 


respiration rapid; lochia suppressed ; no milk. The perineal laceration, — 


which extends half way to the anus, is destitute of granulations and 


covered with a white membrane ; the edges red and cedematous, and © 


the discharge thin and irritating, excoriating the inner side of the 
thighs ; labia cedematous. 10 P.M.: Vomiting green matter; semi- 
comatose, with retention of urine. 20th: Comatose; breathing 


quieter; pulse 110. 21st: Profuse black vomiting, several pints of ~ 


fluid being ejected. Coma very profound, with stertorous breathing. 


Death on third day. The autopsy revealed arborescent injection of 


the peritoneum, with deposit of recent lymph, rupture of cervix uteri 
extending to peritoneum, diphtheritic membrane on internal surface of 


uterus, and adhesion of left pleura.” ‘That is the only case, I should — 
say, in which I have ever had rupture of the cervix from the use of — 
the forceps, and I think it clearly proves it is a danger which is not ~ 
to be forgotten. ‘‘CasE 3. T. O’N——, aged nineteen, a primipara. — 


Labour commenced about 4 p.m. on June 8th; she did not, however, — 


come into hospital until noon the next day. gth: On admission the 
os was found to be about the size of sixpenny bit, and the head 
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could be felt through it, the waters having previously escaped. Her 
pains were apparently very severe, but had not much effect on the os, 
waich felt hard and rigid; she passed a very restless night, in 
spite of an anodyne draught. roth: Os was about the size 
of a florin, still hard and undilatable. The day and night were 
spent very much as those preceding had been. On the morn- 
ing of the rith, very little progress having been made, chlorofrom 
was administered and the forceps adjusted and locked, but so 
firmly and rigidly did the cervix surround the blades that it 
was not thought safe to employ traction, and they were accordingly 
removed ; chloroform was withdrawn. ‘The patient was again placed 
ina warm bath, the water of which was injected into the vagina. 
After a time matters assumed a more favourable aspect, the cervix 
softened and began to dilate, about 6 P.M. it was retracted over the 
head, and the child was shortly afterwards expelled alive by the 
natural efforts.” These cases are to me exceedingly interesting and 
instructive, especially the last. It was the only occasion I can 
remember in which, after applying the forceps, I did not complete 
delivery ; but I felt amply rewarded by the satisfactory termination 
of the case. It is very well worth bearing in mind that that patient’s 
child was born alive, in contradistinction to the first of the cases, in 
which the child was dead after the use of the forceps. In con- 
clusion, I have to say our practice is this:—We use the forceps 
freely when the head is low and the os fully dilated. We use the 
forceps when the os is not fully dilated, but with the greatest possible 
hesitation, and with a full conviction that such a practice is not 
absolutely safe. I may add, I do not think that much infantile life 
is saved by the use of the forceps before the os is fully dilated. 
Children are born alive to live for a few hours, but the great 
majority in my experience die within a few hours after protracted 
efforts to extricate them. Of course I am now alluding to those 
cases in which there is some difficulty of extraction, not to those of 
which I have already spoken, in which the os is so soft and so nearly 
dilated that to speak of it as not being dilated is really, perhaps, 
erroneous. 

Dr. M‘Ciintock (of Dublin).—I assure you with all sincerity I 
would much prefer being a listener to this discussion to taking any 
part in it. However, I came over to London for the purpose of 
being present, and I will take advantage of your indulgence, and the 
indulgence of the members, to offer a few remarks, though, not 
having had charge of a hospital, and, of course, the opportunities of 
the enormous experience which a large hospital affords, now for 
several years, my own direct experience in the use of this modern 
high development of the employment of the forceps is very limited. 
In the first place, let me express my very warm approval of the 
course which the Society has taken in bringing under the notice of 
its members such a very important subject as the consideration of 
the forceps. We should not forget that there is probably no agency, 
whether medicinal or surgical, that has effected a greater saving of 
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life and a larger abridgement of human suffering than this instrument, 
the forceps. And the forceps can boast of something more than 
that—what no other agent or instrument can boast of—it was in a 
great measure the means of effecting a vast and important revolution 
in practice in this country. It was the introduction of the forceps 
and its skilful employment that led to the rescue of midwifery from 
female hands, and brought it under the care and the culture of scientific 


surgeons and physicians; and as a consequence of this—with all | 


respect to the ladies I say it—scientific midwifery has made more 
progress in the last hundred and twenty years than it had in the 
thirty centuries preceding. I think, sir, then, that this instrument 
well deserves at our hands any amount of consideration or time that 
the Society could devote to it ; and I think, speaking as an individual 


~member of the Society, our thanks are due to that distinguished | 


member who brought this subject under our consideration in a paper 
characterised by a remarkably impartial and philosophical spirit. 
Having said so much by way of preface, I will address myself very 
briefly to the two great points in Dr. Barnes’s paper ; and I shall speak 
first upon the use of the forceps in the high operation, and then say 
a word or two about its employment in the low operation. I must 
express my hearty acquiescence in one or two general observations 
contained in Dr. Barnes’s paper, apart from my admiration of the 
paper asa whole. In the first place, I entirely agree with what he 
says about the danger of drawing fixed conclusions. It is a 
dangerous thing to lay down fixed rules in medicine or midwifery. 
In the next place I entirely approve of his observation that he fears 
statistics will aid us very little in the investigation of this question, 
from the difficulty of obtaining facts that are available. I know that 
Dr. Barnes has expressed on other occasions his hesitation and 
doubt with regard to the value of statistics, and I am myself more 
and more coming round to that opinion. I have seen some most 
enormous errors and misapprehensions engendered and diffused by 
the inaccurate, incautious, and illogical employment of statistics. 
We are discussing the use of the forceps in purely lingering labours. 
With regard to the use of the forceps in the first stage of labour, I 
think perhaps the important distinction of the presence or absence 
of the liquor amnii is sometimes lost sight of when we speak of 
the first stage of labour. I think that that constitutes a most 
enormous difference, and I regard it as one of the most generally 
true maxims in midwifery, that as long as the membranes are entire 
and the liquor amnii present, no danger will accrue to mother or child 
by the continuance of the labour process, except from convulsions 
or hemorrhage. ‘That is an axiom which I believe is perhaps the 
most universally true of any practical axiom in midwifery, and it is 
one upon which I have invariably acted. ‘The table prepared by 
Dr. Churchill, as showing that the first stage may be indefinitely 
prolonged without any injury to the mother, has perhaps been relied 
on a little too much. I have qualified my opinion with regard to 
the prolongation of the first stage and the comparative freedom 
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from danger from it by saying that the water should be present and 
the membranes unbroken. Dr. Churchill gives 144 cases where the 
labour was excessively prolonged in the first stage—in one case up 
to six days—and the second stage was short in all the cases, and the 
women recovered. I think that that is a question, perhaps, of mis- 
leading statistics, for on looking through his work I find that these 
were really selected cases, and he did not include in this table of 
prolonged first stage any cases where an Operative proceeding was 
required to terminate the delivery, or where the second stage was 
prolonged ; and we all know it is a very common consequence of the 
long first stage that the woman, when she enters into the second 
Stage, is weakened, and that strongly predisposes to the necessity of 
artificial interference. Dr. Johnston, in his cases, mentions twenty 
where he proceeded to use the forceps whilst the membranes were 
still intact. On that point I may say I entirely dissent from his 
practice, and such a course I would not myself, on any account, 
pursue. I can hardly say that such a proceeding would be justifiable, 
certainly not without in the first instance endeavouring to dilate the 
os uteri, and certainly to rupture the membranes. However, it is 
but due to Dr. Johnston to make a remark or two about his 
Statistics, as they have been very freely commented upon. In 
fifteen of his cases of the 169 where he used the forceps before full 
dilatation of the os uteri, the forceps were used either on account of 
hemorrhage, placenta preevia, descent of the funis, or convulsions. 
These certainly should be excluded from our consideration of the 
use of the instrument in purely lingering labours. His mortality was 
52 per cent. of the 169 cases. But when you come to analyse 
that, you find that five of the deaths arose from convulsions, 
Or gastro-enteritis, from which the patient had been suffering 
many hours or days before admission to the hospital, so that that 
would reduce his mortality to a little over 2 per cent. I mention 
this in fairness as but due tohim. Before leaving Dublin I distinctly 
put this question to him, and in no instance has he applied the 
forceps unless the os uteri was dilated to the extent of two-fifths. 
Now, my estimate of the value of the forceps in the higher opera- 
tion agrees mainly with that of Dr. Barnes. His remarks with regard 
to it fully express my own sentiments. He says, “‘ Experience com- 
pels me to affirm that the necessity of this operation cannot be 
frequent ;” and such I entirely believe. Again, he says, “The opera- 
tion is not without danger in skilful hands.” That I also believe. 
And again, speaking of the use of the forceps where the head 
is high above the brim and the os uteri only imperfectly dilated, he 
Says, “ Far more judgment and skill are required in deciding upon 
and carrying out the operation under these circumstances.” Allusion 
has been made to ergot. I must say I entirely disapprove of the use 
of ergot before the os uteri is dilated, or where the head is above the 
brim. I think it is a most objectionable practice, and it is one I 
have never myself adopted or sanctioned in any instance. That is 
all I have to say with regard to the high operation. With regard to 
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the low operation, I must somewhat question Dr. Barnes’s first 
proposition—at least, it requires to be a little qualified, for he says 
the forceps is superior to any of its alternatives. Now, I cannot 
agree with the remarks that have fallen from my esteemed friend and 
compatriot, Dr. Atthill, about the use of ergot of rye. I think ergot 
of rye, cautiously and rightly used, restricted to the cases where it 
is really justifiable and appropriate, is a most valuable remedy, and is 
not likely to do any harm. With all respect I say this. If the head 
is in the pelvis, and there is no mechanical obstacle to its expulsion, 
where all that is required is a little increase in the vs @ ¢ergo, I can 
see no objection to giving ergot; and certainly, in my own hands, 
in a considerable number of cases, it has acted most satisfactorily | 
and expeditiously in bringing matters to a conclusion. I know 
it involves danger to the child, but by timely interference you 
can rescue the child. If it gives good pains, that is all you want. 
The probability is that the labour terminates ; that is what you want. 
If it fails to produce uterine action, it will do the child no harm. It 
is a point upon which I am clearly decided from very careful con- 
sideration, that ergot only acts injuriously upon the child in a me- 
chanical way by the character and intensity of the uterine contractions 
which it induces ; and if it fails to produce these contractions the 
child will not suffer; and in either case, whether it does or does not, 
you are just as capable of delivering with the forceps as if you had 
not given the ergot, and it is always a good preparation for the use 
of the forceps. Dr. Edis alluded very properly to some other 
auxiliaries that we may employ under those circumstances in purely 
lingering labour, and, amongst others, pressure upon the uterus. Of 
that, however, I have no experience; but as to putting the patient 
in an upright position, and administering nourishment and stimulants 
and so forth, I think that they may often be fairly and judiciously — 
tried. Of course the great number of cases where the forceps is 
used ‘with such extraordinary frequency as we see in the present day 
are cases of this description, where the head is in the second stage — 
of labour: it is the low operation which is performed. Now, the 
forceps, like nearly every other agent or remedy, has had to go 
through certain stages after its discovery, and those stages are three. 
In the first instance, when a remedy comes out it is extolled and 
praised ; it is taken up with the greatest enthusiasm by the whole of 
the profession, and it is, of course, often misapplied, misused, and 
administered in cases where it is wholly unsuitable, and a great deal 
of injury and disappointment results. Then there is the reaction, 
and the medicine is thrown aside and consigned to an unmerited 
oblivion. ‘Then, perhaps, at a later stage, there is a reaction in the 
other direction, and it again comes into vogue. That is the present 
stage of the forceps. After the forceps was discovered every one 
thought he could use it, and a great deal of mischief was done. 
This led to the reaction, which was. brought about under the influence 
of Hunter, Osborne, and other men of that stamp, and, later, . by 
Robert Lee and Collins, and the forceps then fell, I believe, into an 
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unjust contempt. Now we are emerging from that and have got in 
the last few years into the third stage; and I should hope that now 
—though I see that there is rather a tendency to the other extreme 
—still I should hope that under the guidance of men such as this 
Society is composed of, men of judgment, capable of giving a clear 
exposition of their views, and putting them forward in a philosophical 
manner—I should hope the reaction will be kept within proper 
bounds. I have lived to see two of these phases in the history of 
the forceps. In my early life the rule laid down was never to resort 
to forceps until symptoms began to appear which we knew were 
indicative of commencing inflammation, either locally in the vagina, 
or disturbance set up in the whole system; and the consequence 
was, a large proportion of these cases were followed by more or less 
injury to the vagina, and in not a few cases by sloughing, from the 
use of the instrument being delayed too long. Of late years our 
general plan has been not to wait for the accession of these 
symptoms, but if, after waiting two or three hours, no advance is 
made, on the first symptom of failure of the patient’s strength to 
resort to the instrument, and by its timely use save the child and 
the mother. Where the forceps is employed before any inflammation 
is set up in the vagina, I believe injury from its use is extremely rare, 
except perhaps injury to the head of the child, from the forceps not 
having been correctly and properly applied on the perineum ; but no 
dangerous injury has resulted, and in this way I am satisfied a great 
deal of life has been saved, and that the resort to craniotomy has 
been most materially diminished. The experience of the lying-in 
hospitals abundantly shows this. Now about this great frequency 
of the forceps: we hear of some men using the forceps once in 
every seven cases, others once in every ten, and some more frequently 
than that. I am inclined to think that perhaps that is pressing it 
a little too far. In my own private practice the frequency with 
which I use the forceps is exactly one in thirty ; but I know it is not 
fair to compare private and hospital practice at all, because the 
classes of cases you meet with are quite different. In private 
practice also you have the patient under your own control from 
the commencement, and she may be considered to be properly 
treated ; but. in a hospital the patient is often brought in suffering 
from the ill effects of a great deal of mismanagement and bad 
treatment, and if she dies, of course the death is set down 
to the master and to the discredit of the institution. The 
problem to be solved is this. What I want to express is perhaps 
more clearly put by the editor of Smellie of the Sydenham Society’s 
Edition in one of the notes :—‘‘ What, I should like to know, are we 
to consider as the highest rate of frequency of the forceps co-existent 
with the lowest rate of mortality to mother and child? As long as 
the mortality diminishes pavd passu with the more and more frequent 
use of the forceps, we are justified, I think, in going on. But surely 
there must be some limit to this, and some line beyond which the 
Mortality will gradually begin to rise in a certain ratio with the 
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increasing frequency of the operation.” If we could but just deter- 
mine that problem, I think it might point out to us the exact limits 
within which the forceps might be employed. On the whole, con- 
trasting in a general way the old and cautious use of the forceps where 
the policy of procrastination was employed, with the more frequent, 
and I believe the too frequent, use of forceps of the present day, I | 
am bound to confess the advantages are on the side of the latter 
practice as contrasted with the former. 

Dr. Bassett (of Birmingham).—I desire to unite with the gentle- 
men who have preceded me in thanking Dr. Barnes for having placed 
this subject before us for discussion. It is impossible to conceive 
that any matter of greater importance, affecting the welfare of the 
public and the credit of this Society could have been placed before 
it. Unfortunately for us who have to play the part of critics, Dr. 
Barnes has treated this matter in so complete and philosophical 
a manner that, except in the way of commendation, it is difficult 
to say anything by way of criticism. I shall not, however, at this 
time of the evening, and considering that others have to speak, 
do more than say that, the old landmarks with reference to the use 
of the forceps having been thrown down, it was quite time to look 
out for a scientific frontier, a certain geographical area within which 
we can operate with precision, with freedom, and with safety to 
our patients. We have this in the statement that Dr. Barnes has ~ 
placed before us, copying as he did the teachings of three of the 
greatest men who ever taught in recent times in midwifery, adding 
his own experience to these, and giving us an epitome of what we 
desire to know and carry into practice with reference to the use of 
the forceps. ‘There is, however, one reservation I should be disposed 
to make with reference to the five propositions with which he | 
terminated his paper, and that is as regards the employment of — 
ergot. I think the case against ergot has been a little overstated. ~ 
If you give ergot and watch its effects, if it fails to produce the ~ 
desired result, you have the forceps at hand to terminate the case 
without difficulty. My experience has led me to that conclusion. — 
I am satisfied in many cases I have succeeded in effecting delivery — 
by ergot without forceps, when, had I not, I must have at once — 
employed the forceps. Then, with reference to the more interesting 
and more important matter, the use of the forceps in the high — 
operation, I have had an opportunity of making use of this 
instrument where the os uteri has been undilated on several occasions, ~ 
in the majority of cases with considerable benefit. In a few the 
operation has failed, and I have had to resort either to turning or to 
craniotomy. Looking at the matter altogether, if the operation is — 
undertaken prudently, although the os uteri may be only partially 
dilated, I think less harm will come to the patient than if other 
methods of treatment are employed. .. 

Dr. Henry BENNE?.—I feel some reluctance at rising to take © 
part in the present discussion, as the remarks I have to make do not 
directly follow in sequence of the most valuable observations which 
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have been made. Allusion has been made to rigidity of the cervix, 
and all our obstetrical works are full of allusions to the rigidity of the 
cervix as hindering the progress of labour, and necessitating sooner or 
later the application of the forceps. I was led by several remarkable 
cases that occurred to investigate the nature and origin of this 
rigidity of the cervix a little more narrowly than had been done, and 
I made it a point whenever I remarked rigidity or induration, to 
examine my patient two months afterwards; and I always found in 
those patients pathological conditions—-chronic inflammation, in- 
duration, enlargement of the cervix—and thus the nature of this 
interference with the normal physiological process of parturition 
became revealed ; and this throws a little light upon the treatment 
of these conditions, and shows the inutility of many of the 
agencies usually resorted to—belladonna, etc.—and the advantage 
that is derived in many cases from incisions. I would also say, as a 
gynecologist, we have frequent opportunities of examining women 
who have gone through instrumental confinement, and I am constantly 
in the habit of finding, four or six months afterwards, lesions con- 
nected with instrumental delivery ; and I think the rule I follow 
myself ought to be followed by all obstetricians, that whenever any 
instrumental labour has taken place, whenever there is any rigidity 
or interference with the natural and physiological course of labour, no 
patient should afterwards be left to herself. It should be a matter of 
rule that six weeks or two months after an examination should be 
made to ascertain whether the state of the genital organs is sound. 
If this rule were followed, a vast amount of physical suffering in 
women would be saved. Lesions would be discovered, and easily 
cured within a few months after confinement, which are very difficult 
to cure when they have existed for some years. 

Dr. CRanny.—The fact of my having been Assistant-Master of the 
Rotunda Hospital, during the period that Dr. George Johnston was 
Master, may be sufficient excuse for my venturing to makea few remarks 
on this paper. I may say that in the main I agree with Dr. Barnes, but 
there are a few minor points I should like to remark upon. And 
first of all as to the necessity of early operation in certain suitable 
cases. There is no doubt that there are many cases where the necessity 
exists for interfering before the os uteri is fully dilated. First of all, 
it is necessary in order to prevent undue exhaustion of the patient. 
As Dr. Barnes so very ably puts it, the patient may have gone 
through a very severe first stage of lingering labour, and thereby 
her powers are exhausted, and she has not sufficient strength to carry 
her through. In that case there is an undoubted necessity for 
the use of the forceps. Then the early operation prevents 
sloughing and its consequences. Now, this evening, we have heard 


from Dr. M’Clintock that the use of ergot when it acts may cause 


injury to the soft parts of the mother. Why may not the same danger 


occur if there is a great pressure from the uterine action caused 


without the use of ergot? This undoubtedly exists, particularly in the 
cases where the membranes have been ruptured early, and I think 
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Dr. Barnes will agree with me when I say that this early operation in 
many cases saves the life of the child; and also we know, from sta- 
tistics which have been published in a paper by Dr. Kidd, that this 
early interference has decreased the number of craniotomies con-. 
siderably. JI think the number of recoveries that have taken place 
under this practice which Dr. Johnston has carried out so fully, and 
which has been criticised so largely, are quite a sufficient justification 
for his practice. And we must bear in mind that, though there were 
nine deaths, yet he accounts for every one of those fatal cases other- 
wise than by the use of the forceps, and it is not fair in criticising 
him to attribute the deaths to the early use of forceps. There is one — 
point, I think, that should not be forgotten. Though Dr. Atthill has 
told us this evening of a case of rupture of the uterus occurring from 
use of the forceps, still I think I may say that was because the for- | 
ceps was used in an unsuitable case. If the os ute. had been pro- — 
perly softened and dilatable, that rupture would not have taken place. 
I have seen the post-mortem examinations in most of the cases of — 
death that oceurred during Dr. Johnston’s mastership, and in no case — 
was there injury done to the uterus by the forceps. As a proof of — 
this absence of injury, I may mention a minor point in practice, but — 
still it will go to bear me out. It was very seldom that we were ~ 
obliged to use the catheter after delivery in cases of labour that were — 
completed by the use of the forceps, proving that there was no in- © 


spat oN 3 i 5 , 
flammation. This, I believe, was not the case in former times before ~ 
early interference was practised. Many cases are on record Of © 


sloughing of the vagina, and I believe they were altogether caused — 
from the want of proper assistance in time. ‘The suitable cases, 4 
then, are those in which the os uteri is dilatable and soft; it is not 7 
right to introduce the forceps in cases where there is a rigid Cervix. 
Then Dr. Barnes says the natural order and process of labour is dis- — 
turbed by the operation. ‘That I do not think he is quite right in. © 
I do not believe that the fact of introducing forceps interferes with — 
the natural process at all.- Of course it hastens it, but as to causing ~ 
any ulterior bad results, I do not think it does. I never noticed the ~ 
slightest disposition to post-partum hemorrhage or retention of the 
placenta, and I never saw a case where the uterus was dragged down 
to the vulva ; and so far from there being a bruising of the soft parts, - 
I think it is a saving to them, because we save the tremendous and 
long-continued pressure upon the soft parts. I agree with most of 
Dr. Barnes’s conclusions, except, perhaps, with No. 4, which I think 
requires a little modification. There are other considerations besides 
the position of the head which should influence us as to the use of 
the forceps. We must also take into account the time the waters 
have escaped, and whether any progress is being made ; also the 
amount of suffering of the mother, and the danger that exists to the 
child from the long-continued pressure. 

; Dr. Savace.—If I may without presumption make a few remarks, 
I should like to elicit some further information from our Dublia 
friends. ‘Though I have not attended a case of midwifery for twenty 
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years, yet up to that period my practice was not inconsiderable, and 
I have ever retained a very lively interest in all that concerns the 
practice of midwifery, and have watched its progress, and also have been 
quite surprised to see the new tone that this branch of medicine has 
assumed. My past experience clashes very much with much that I 
have heard to-night. When I say my practice was considerable, I 
attended patients before I ever attended lectures. I have attended 
lingering labours, and never used the forceps once, and never lost a 
case. Jam connected with a hospital to which is attached a mater- 
nity—a small one, but it is the better watched because it is small. 
They have cases of lingering labour, but I hear of no deaths, and that 
has been going on for twenty-five years. Now, for any one with an 
experience of that kind to come in collision with statements 
regarding the use of the forceps once in every five or ten cases is 
quite amazing. I cannot understand it. I have had ling ering 
labours continuing two days; and what has been the end of them? 
Why, they always did very well without the forceps. And, more 
than that, there seems to be an error running throughout the 
whole of this debate, and although I quite agree with all 
that has been said with regard to the mode in which 
Dr. Barnes has introduced the subject, it seems also to run 
through this paper, and _ that is—looking at the dilatation of 
the cervix of the uterus as a mechanical affair, that it can only be 
done by a superincumbent pressure. The dilatation of the uterus, 
in my opinion, is entirely a vital act, having to do with the state of 
the constitution or the nerves of the patient. If it were not so, what 
would be the use of your alternatives? If it was not a physiological 
act, what is the use of the warm water, the chloral, and the opium ? 
You have no mechanism there, and therefore I say if a man enters 
the practice of obstetrics with the sole idea that the opening of the 
uterus is a mechanical thing, he will be a very bad practitioner to the 
end of his life. You say naturally, “ Here is no ws &@ tergo; then I 
will have a wis @ fronte.” I am not going into details about these 
alternatives, which seem to be rather condemned in Dr. Barnes’s 
paper, though, for my part, I think a great deal of them. I was, 
however, very much struck by an observation which fell from a 
speaker on the previous evening, who said, “ The Dublin school has 
been talking a deal of nonsense.” I was perfectly amazed. I know 
a great deal of the Dublin school, and, with the exception of think- 
ing that Dr. Johnston’s practice was extreme and such as I could not 
comprehend, I had great respect for the Dublin school. To be sure, 
the speaker either apologised, or said “ present company excepted ;” 
but I thought it a left-handed way of getting out of it. I paid par- 
ticular attention to what he said, and I am certain that never in the 
course of my life did I hear any such nonsense from anyone. What 
did he say? He said he would introduce the long forceps—and 
here I must call attention to what Dr. Barnes has said about the long 
forceps. When you are speaking of the high operation and the low 
Operation, you are speaking of two very different things. Who will 
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undertake the high operation under any circumstances, unless he has 
had some practice in the use of the long forceps? I consider it 
hazardous in the extreme in untutored hands. ‘“‘ Now,” said he, 
“what doI do? Iwill tell you. I just take my forceps, and I do 
not care much about thé resistance of the os and the cervix ; but I 
get my forceps in; and when I have got them there, by the adoption — 
of some little screw I make this a squeezing forceps, and I will reduce 
the head so that I can bring it down eventually.” Fancy a man with 
my experience twenty years ago hearing such sentiments as these, 
and imagine what must have been my amazement! Now, I will say 
this to my Dublin friends. If you get your forceps into the uterus, 
the head not descending, and it is above the brim, I will defy any 
man to tell what part of the foetal head he catches hold of. I am 
justified in that by what is remarked by Cazeaux, a Frenchman of | 
great distinction, whose book is adopted by the Faculty. He says 
that the head is a movable head, and you may catch it by the eye or 
by the neck, or you may lay hold of it in such a way that it acts 
something like a cherry imperfectly held by the fingers, that will slip 
off—that is, your forceps will slip off, and will inflict a most serious 
gash. I need not say what would be the consequences of such a 
result on the eye or the neck. Now, I can imagine this gentleman 
having got hold of the eye or the neck, and then he applies his 
screw to reduce the capacity of the forceps. Do you mean to tell 
me that you will extract a living child under those circumstances, or 
that you are likely to deliver without serious injury to the woman? — 
Certainly not. I have listened very attentively to our Dublin friends. 
I have a great respect for them ; and they have said, in my opinion, 
the most sensible things that have been said, notwithstanding the alle- 
gation of nonsense that was cast upon them. I hope I am not out 
of order in trying to elicit what is their experience with regard to - 
these allegations of Cazeaux. I have not heard one word said in ~ 
this discussion about the uncertainty of the hold that the long for- — 
ceps may take upon the head when it is high up; I do not mean — 
when it is down, really resting on the brim, and where you are 
pretty sure. Supposing you are so fortunate as to get hold of the © 
head, back and front, and you bring it down within the area cor- 
resp*nding with its longest diameter flat on to the top of the pelvis, — 
you will not get it through unless you squeeze with the instrument. — 
How, then, do you hope to get it through? I know you talk about — 
leverage, but the effect of your leverage is simply to do what you © 
can demonstrate on any old tin kettle. Referring to my own prac- 
tice, 1 remember we had the long forceps (which we never used), and - 
there was a perforator, but we had not the paraphernalia of the new 
system. I mention this to contrast the practice of twenty years since 
with the present practice, and all I wished was not by any means to” 
compliment the Dublin friends, but to do them some little justice in 
return for the left-handed compliment which was paid them. I 
should certainly like to know all about this catching hold of the 
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head, and whether in their experience they ever happened to catch 
hold of the eye or the neck. 

On the motion of Dr. Roper, the debate was adjourned till the 
meeting in July. 


Oreo tHTRICAI SOCIETY .OF DUBLIN. 
Meeting, Saturday, February 1st, 1879. 
Epwarp B. Sinciair, M.D., President, in the Chair. 





Ovarian Tumour. 


Dr. Kipp.—I wish to lay before the Society an ovarian tumour I 
removed from a lady, aged thirty-nine years, on Thursday last. 
There is nothing whatever new about the case. My chief object is 
to record a case that, I am sorry to say, ended fatally. The operation 
was performed at eleven o’clock on Thursday, and the patient died 
about two o’clock on Saturday morning. It was recognised before 
Operation as a multilocular tumour, with a large hard mass lying in 
the left iliac fossa. On opening the abdomen patches of adhesion 
were found in the right hypochondrium. The first cyst tapped gave 
exit to a quantity of clear straw-coloured fluid, a second to a large 
quantity of dark-brown fluid thicker than serum, but not gelatinous. 
The cysts were so numerous that I found tapping them utterly useless, 
and for that reason enlarged the opening, passed in my hand, and 
broke down the cysts with my fingers. ‘There was no difficulty in 
removing the tumour, except as regarded the one limited patch of 
adhesion. The most interesting feature in the case was the long 
duration of it. More than ten years had elapsed since I recognised 
the existence of it, and I had had the patient under observation 
during that period. At that time she was in exceedingly bad health. 
She had been confined to bed for several years, but from causes in no 
way connected with the ovarian tumour. When she first came under 
my observation the tumour was so small and deeply seated in the 
abdomen that the nature of it was recognisable with difficulty. My 
first impression was that it was probably a feecal accumulation. On 
My second visit to the lady, who was at that time residing in the 
neighbourhood of Blackrock, the nature of the tumour was recog- 
nised. She recovered from the condition she was then in, and began 
to enjoy life, and, instead of being bed-ridden, was able to walk from 
one end of Dublin to the other. She improved in appearance, and 
in her constitutional health generally. The tumour, however, con- 
tinued growing, but very slowly, until a few months ago, when it 
began to increase very rapidly. She got an attack of localised peri- 
tonitis in the right hypochondriac region about two years ago, which 
was the cause of the patch of adhesion which you see. She suffered 
great pain, and had a very considerable amount of fever. Even then 
the tumour was not so large as to make an operation imperative. 
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The peritonitis yielded to treatment, and she spent the summer 
before last at Dalkey, and was comparatively well. When I saw her 
again I found the tumour considerably enlarged. It was interfering 
so much with her digestion that her food could not be retained, and 
she was growing weak and emaciated. I at once saw that the time 
had come for the removal of the tumour, and recommended it to be 
done. In cases of ovarian disease the important consideration is 
whether the tumour is of such a character as to imperil the life of the 
patient. I have a very strong feeling myself that the operation is of 
so dangerous a character that it should not be attempted unless the 
patient is in danger of dying from the disease. I think this case, 
though it turned out unfortunately, rather confirms the opinion that I 
have long held. The tumour had existed for ten years, and during 
that period the lady had enjoyed comparative health; and yet she 
died in forty-eight hours after the operation. Whether or not she 
would have died if the operation had been performed earlier, is an 
open question. We know that even under the most favourable cir- 
cumstances the operation is attended with enormous risk. 

The PRESIDENT.—What was the amount of fluid removed by the 
tappings P 

Dr. Krpp.—Seven quarts and a pint. 

The Hon. Secretary read the following paper :— 


Case of Ovariotomy. 
By WILLIAM HuME Hart, M.D., M.Ch., Colonial Surgeon, Sierra Leone. 


Betsy Wright, aged fifty-six, widow, admitted into Colonial Hos- 
pital, Sierra Leone, November 8th, 1878. She came to the dispensary 
complaining of a large swelling in the abdomen, for which she had 
tried all kinds of native remedies without avail, and had resigned 
herself to her fate, when her friends persuaded her to put her case in * 
my hands, soon after my arrival in the colony. 

She states that six years ago she first noticed a swelling, the size of 
a hen’s egg, in the right iliac region, which caused her severe pain, 
especially at the menstrual periods. This increased gradually in size, 
spreading in all directions, so as entirely to fill the abdomen. Four 
years ago the menses ceased altogether, and from that time she has 
felt no pain, though she suffers greatly from the effects of the enor- 

' mous distension the abdomen has undergone, and the weight of - 
the tumour she has to carry. Obstinate constipation causes great 

discomfort, her bowels being only moved by powerful purgatives. 

There were no symptoms of bladder irritation. On examination, the — 
tumour was found to be very large, firm and multilocular, as evidenced 
by the localised fluctuation not being perceptible in any part beyond ~ 
a space of 3 inches diameter. The uterus was normal for a woman of 
her time of life, and there was no apparent disease of any other 
organs except the right ovary. Her general aspect is that of a © 
healthy woman, slightly emaciated ; and after she had learned of even ~ 
the chance of a cure, at any risk, she became quite cheerful, 
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On admission, the measurements were as follows :— Round abdo- 

men at level of umbilicus, 404 inches; from symphysis pubis to 
umbilicus, 11 inches ; from umbilicus to ensiform cartilage, 11 inches. 
I put her on full diet, with chalybeate cathartics; and after making 
several exhaustive examinations alone, and with my assistant, Dr. 
Robert Smith, I decided on performing ovariotomy, as giving her the 
only possible chance of a comfortable existence. She was particu- 
larly anxious for it herself, notwithstanding all risks. 
__ Lhe Operation.—On Sunday, the 1st December, 1878, after clearing 
the rectum by a salt-water enema, she was placed on the table at 
9 A.M. in a balcony, outside the room prepared for her reception, and 
carefully isolated from the wards. Dr. Colthurst, of H.M.S. “ Seagull,” 
and all the civil practitioners of the colony, were present. As soon 
as she was thoroughly under the influence of chloroform the operation 
was commenced. I made an incision, from just below the umbilicus, 
in the middle line, to within an inch of the symphysis pubis, dividing, 
in the linea alba, all the layers superjacent to the peritoneum in order, 
and the peritoneum last, on a director. There was no hemorrhage 
so far, and only a little serum escaped from the peritoneal cavity. 
Now the difficulty of the case began to present itself, the tumour 
being still immovable and closely covered by the omentum, which 
contained many enlarged veins. On plunging the trocar into the 
largest cyst, as previously defined, only a little bloody serum welled 
out, the structure of the tumour being too firm to admit of its 
collapse. © 

I accordingly enlarged the opening, extending the incision gradually 
to within 3 inches of the ensiform cartilage, when at last the 
tumour protruded, and I was able to examine it more thoroughly, 
and discover its alarming features. Covering it completely in front 
and on each side was the omentum of the lesser intestine stretched 
tightly over the tumour, and adherent in many patches. I at once 
commenced its removal, leaving many of the patches attached, and 
ligaturing and dividing the vessels, which were much enlarged. So 
far there was little hemorrhage ; the amount of time and consequent 
exposure involved being the most apparent danger. But .now the 
real danger of the case presented itself, for the omentum being freed 
up to its attachment to the intestine, this itself was found in the left 
lumbar region to be closely adherent to the wall of the tumour for 
Over 3 feet of its length, so close that it was a matter of consider- 
able difficulty to dissect it up without injuring its structure, save at 
the expense of the tumour itself; and the latter being so vascular 
that each scrape of the scalpel caused copious uncontrollable heemor- 
thage. I stopped the dissection, and at once set about ligaturing the 
pedicle ; this was short and thick, and required three double ligatures 
before it was completely commanded. I then returned to the dissec- 
tion, but almost unavoidably made an incision in the intestine itself, 
which involved a few sutures when the whole was separated. I then 
secured the pedicle and applied the actual cautery to the divided 
surface, as well as to many of the divided omental vessels. , 
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Her strength was failing fast—the pulse being almost imperceptible 
—so stimulants were employed, and the necessary cleansing and 
closure of the wound, leaving the pedicle inside, were completed as 
quickly as possible. 

The whole operation lasted sixty-five minutes, and immediately it 
was over she was removed to her bed (the room heated with a stove), 
and had turpentine enema administered, ammonia to nostrils, hot 
blankets and hot water-bottles to (if possible) restore animation— 
but all to no purpose, as she never recovered consciousness, and 
gradually sunk, notwithstanding subcutaneous injection of ether, 
and, finally, artificial respiration, till she ceased to breathe and the 
heart to beat, within an hour from the completion of the operation. 

The tumour preserved its ovoid shape, and when cut into showed 
dense fibrous structures mixed with adipose tissue, and chambered 
into numerous loculi varying in size from a pigeon’s to a swan’s egg. 
These cysts were each filled with serum, of exactly the colour of 
venous blood, and appeared like venous enlargements, bleeding as 
freely when opened, during the operation, as the veins themselves. 
From these cysts there drained, in addition to what escaped during 
the operation, ninety ounces (90 ozs.) of bloody fluid ; and after all 
had drained away the solid mass weighed (244 lbs.) twenty-four and 
a half pounds, being upwards of 30 pounds in all. 

Is it possible to diagnose dnring life the presence of adhesions of 
the intestines themselves ? 

Was the amount of blood lost sufficient to cause death, being only 
part of what was in the tumour itself when it was ligatured ? or— 

Was death the result of the prolonged exposure P 
> Dr. Macan.—The questions of hemorrhage from the adhesions and 
the treatment adopted by Dr. Hart are very interesting. The 
difficulty is that the hemorrhage sometimes comes from the other 
side of the adhesions, and, consequently, to ligature the pedicle is of 
no use. ‘The tumour seems to have been of a very unpleasant 
nature. Dr. Hart does not seem to have followed Dr. Kidd’s plan 
of making a large incision and endeavouring to scoop out the con- 
tents. As to whether or not the woman died from the hemorrhage 
it is very hard for us to say, when we do not know the exact extent 
of it. As to the duration of the operation, it has sometimes lasted 
very much longer than an hour and five minutes. ‘Therefore 1 do 
not think we have grounds for attributing her death to anything 
except the shock. Did he sew up the intestine ? 

Dr. RorE.—He applied sutures. 

Dr. Macan.—I do not think any one has yet attempted to diagnose 
the existence of adhesions between a tumour and the intestines. 
Adhesions in front, or pelvic adhesions, can, of course, be diagnosed. 

Dr. Kipp.—I once diagnosed the adhesion of an ovarian tumour 
to the omentum. An operation was performed by Dr. Barton, at the 
Adelaide Hospital. He allowed me to see it. Before the operation 
I warned him that he had the omentum adherent to the front of the 
tumour. ‘There was an umbilical hernia. ‘The invariable rule is, that 
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when there is no adhesion, the omentum is pushed up along with the 
intestines, and the tumour is directly in contact with the parietal layer 
of the peritoneum. In this case we had an umbilical hernia which, 
from its feel and dull sound on percussion, we had no difficulty in 
recognising as an omental hernia; and the inference seemed to be 
that the omentum must be tied down some way in front of the tumour 
when it was possible for a portion of it to escape through the um- 
bilical opening. It was a trivial matter, but the diagnosis turned out 
to be correct. A very important point is in reference to adhesions 
to the intestines. All our best authorities on the subject lay down 
the rule that where you have close adhesions to the intestines, it is 
better to cut away the tumour, leaving a portion of it adherent to the 
intestine. Ina case which occurred in my own practice, and which 
I hope to bring forward, we found a very close adhesion between the 
tumour and a portion of the small intestine—so close that I thought 
it would be unsafe to attempt to detach it. I cut away a portion of 
the cyst wall, and left it adherent to the intestine ; and I am happy to 
say that the patient recovered, although every portion of the tumour 
was Closely adherent. The adhesions were exceedingly numerous. 
There was one strong thick band low down on the left side of the 
pelvis, running nearly from the mesial line, along the brim of the 
pelvis, and towards the broad ligament. It was so thick that I 
ligatured it. Altogether I left seven ligatures in the abdomen. After 
the clamp separated serous fluid began to exude from the stump and 
site of the wound. For months afterwards there was a sinus at the 
wound, through which quantities of serous fluid exuded. Our first 
impression was that it was urine, and I confess I was very apprehen- 
Sive that, in dividing the strong band on the left side of the pelvis, I 
had cut across the ureter ; however, the sinus closed, and the patient 
regained perfect health without any ureemic symptoms, so that I was 
convinced that I did not do so. I believe the most reasonable 
explanation of the fact was that the portion of the cyst left adherent 
to the intestine contained a secreting surface, and threw out this 
Serous fluid, which made its way through the wound. 

Dr. MorE Mappren.—One remarkable circumstance about Dr. 
Kidd’s case is the length of time this woman lived with the tumour. 
Some time ago I removed an ovarian tumour from a lady consider- 
ably over seventy years of age. The operation was unsuccessful, and 
she died. It was performed simply to relieve very urgent and press- 
ing symptoms, for she had lived for some thirty years with the tumour; 
and the probability is that if she had been operated on at an earlier 
period she would have died in eight or ten hours afterwards. 

Dr. Henry KenNeDy.—As regards the duration of these tumours 
I would refer the meeting to two authorities. One is Bright’s famous 
volume on abdominal tumours, and the other is a paper by the late 
Abraham Colles, who mentions that he used mercury to relieve the 
great suffering entailed by the tumour. 

Dr. Kipp (in reply).—We know that many ovarian cases have 
lasted very long, and one is recorded of a woman who was tapped 
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107 times. That, however, is not the rule, but the exception. I be- 
lieve that in the large majority of cases the disease runs its course in 
from three to four years. ‘That three or four years is usually a life of 
misery, and the death is the most painful that a woman could die, or 
that a man could look upon. I have seen patients die from ovarian 
disease, and I must say the most painful duty I have ever had to per- 
form was that of seeing them in their later days. 


On Contracted Pelvis. 
By ARTHUR V. Macan, M.B., &c. 

There is in the whole range of obstetrics probably no problem on 
the practical solution of which such momentous issues depend as the 
determination, in any given case, whether pelvic deformity be present, 
and, if so, what is its nature and extent. ‘There is also, I fear, no 
subject which to the student seems surrounded with such impene- 
trable mystery, or from which he turns more thoroughly confused and 
disheartened, after having consulted all the most celebrated text-books 
within his reach. For, though the importance of the subject is ad- 
mitted by all authors, and whole chapters devoted to a minute descrip- 
tion of the causes and results of rachitis or malacosteon, and accurate 
measurements and plates given of the deformities known as the mas- 
culine, the oblique, the kyphotic, the spondylolisthetic pelvis, and 
many others, still the methods that are given for the solution in any 
given case of the question—“ Is this {pelvis deformed, and, if it be, 
what is the nature and extent of the deformity ?”—are so erroneous 
in principle, and found so difficult in practice, that in ninety-nine cases 
out of a hundred the deformity is first discovered by the delay which 
it causes in labour, and ‘the amount of it is determined according as 
the labour is terminated by the forceps, the perforator, or the cepha- 
lotribe. I do not, of course, mean to say that in a Society such as I 
have the honour of addressing to-night, there are not many men who 
have learned by their own accurate observation and large experience 
to estimate very correctly the presence and the extent of pelvic de- 
formity, but what I do mean is, that they are the exceptions rather 
than the rule, and are certainly not indebted for their skill to the 
assistance they may have obtained from any of the ordinary English 
text-books on the subject. 

Let us begin by consulting the justly celebrated work of Rams- 
botham. We find it therein laid down that there is little use in making 
any external measurements of the pelvis; for, though in a normal 
pelvis deductions about the internal diameters may perhaps be drawn 
from the measurements of the external ones, in cases of deformity 
such measurements “ afford the most conflicting and erroneous results” 
5th Ed., p. 27). For measuring the internal diameters of the pelvis, 

\amsbotham prefers the hand to any other pelvimeter. — ‘ Three 
methods are,” he says, ‘practised ; one is by the introduction of 
the first finger of the right hand within the vagina, so that the points 
should be carried up to and touch the sacral promontory, while the 
root of the finger is applied exactly under the symphysis pubis, at the 
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upper part of the arch. It must be evident that this mode of inquiry 
will be of no avail unless the pelvis be greatly distorted—consider- 
ably under three inches, indeed, in the conjugate diameter—for the 
ordinary length of the index finger along its inner edge is less than 
three inches ; and as the oblique line from the promontory to the 
apex of the pubic arch exceeds the direct line across, so, if there be 
more than the space just mentioned, the finger would not be able to 
teach the projection, and we should consequently be in utter ignor- 
ance what amount of room existed. If the pelvis be very small, the 
sacral promontory can be felt with ease ; but, even in that case, the 
dimension of the direct conjugate diameter is not afforded, but the 
length of the oblique line is given ; and zt ts not always possible to cal- 
culate the difference between these two lines accurately” (5th Ed., p. 28). 
The second method is by the introduction of the whole hand into 
the vagina, and seeing how many fingers will enter the brim. The 
third method he considers the best, and it is one he himself adopts :— 
**Two fingers of the left hand are to be carried within the vagina; 
the extremity of the first finger is to be placed exactly behind the 
symphysis pubis, and the tip of the second against the sacral pro- 
montory (vzde Fig. 147). By stretching the fingers in this way we 
shall have little difficulty in reaching the promontory of the sacrum, 
even when the pelvis is of ordinary dimensions ; and by withdrawing 
them in the same position we may measure off the distance between 
their extremities on the first finger of the right hand, or on a scale of 
inches, or with the limbs of a pair of compasses; and, consequently, 
we arrive at an accurate knowledge of the actual dimensions Of tie 
pelvic brim. The laxity of the vagina and other soft structures, 
which almost invariably attends the process of labour, will permit the 
fingers to be withdrawn while extended, and, if the examiner use 
sufficient care, they may be kept perfectly steady until the space 
which they embrace be ascertained. This mode of proceeding pos- 
-sesses a great advantage over the other two, inasmuch as we are 
equally well able to make our examination whether the head be 
occupying a part of the pelvic cavity, or whether it be still detained 
quite above the brim ; for, even if it be engaged in the vagina, one 
finger may be passed anterior to, and the other behind it, with 
comparative ease.” 

What help have we obtained from all this? We have been saved 
the trouble of making any external examination, and infer that the 
first method is very easy, but only applicable when the distance be- 
tween the lower margin of the arch of the pubis and the promontory— 
Or, as it is now generallycalled, the diagonal conjugate—measures three 
inches or under, and, consequently, the true conjugate “ considerably 
under” three inches. If this be true, since 3 inches is almost 
universally acknowledged as being the smallest conjugate through 
which a living child can pass at the full time, it at once follows that 
if we can touch the promontory with the tip of the first finger inserted 
into the vagina there is no chance of the child being born alive, and 
we should therefore perforate as soon as the os is fully dilated. 
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Let us now pass on to the third method, leaving the second to be 
considered last. This is what Ramsbotham considers the best, and 
is what he himself practises. It is with the utmost diffidence that | 
venture to differ from so high an authority ; but, though it is the 
method proposed by Velpeau, and has found favour with a great 
many other high authorities, it seems to me to be thoroughly unre- 
riable from the extreme difficulty of putting it into practice. Except 
in cases of great distortion it must necessitate the introduction of the 
whole hand into the vagina, and it is quite impossible, I think, to 
withdraw the fingers so accurately in the position they occupied at 
the brim of the pelvis as to exclude the possibility of a very serious 
error. Velpeau proposed the insertion of the fingers of the nght 
hand in the angle between the extended first and second fingers of 
the left, so as to prevent them being approximated by the pressure of 
the soft parts; but even this manceuvre will hardly make the 
method accurate, and as it practically requires the whole hand to be 
introduced into the vagina, it is just as painful for the patient as the 
second method, without having the advantage of being accurate. 

What is, then, the objection to the second method? It is that it 
would necessitate the introduction of the whole hand into the vagina 
at a very early period of every labour, whether there was deformity 
present or not; for otherwise we could not diagnose the deformity 
till made apparent by the delay in labour, when it would probably be 
too late to turn with the view of saving the child. But patients 
would never consent to this, and hence this second method will never 
come into common use. We are thus left without any practical 
method of estimating the amount of the deformity except in cases 
where the true conjugate happens to be “ considerably under” three 
inches. 3 

If we nowconsult Murphy’s “Midwifery” we will find exactly the same 
theory laid down with regard to the measurement of the true conju- 
gate, except that he has not overlooked the possibility of making the 
measurement with two fingers instead of one. He says—‘“ If one or two 
fingers be pressed towards the promontory of the sacrum, and they at 
all approach it, it is certain the promontory projects too much; for 
otherwise this could never happen” (znd Ed., p. 168). “In more 
doubtful cases” he introduces the whole hand into the vagina. He 
agrees with Ramsbotham that the results obtained by external 
measurement are quite unreliable, while he does not so much as 
mention the third method, from which we may conclude that he does 
not think it very valuable. 

If now, passing on to more recent times, we consult Tyler Smith, 
we will not find that he gives us very much additional information. 
He too, discards the external measurement of the pelvis, except 
in the case of the obliquely contracted pelvis of Prof. Naegele, 
and looks on the finger as the best pelvimeter. He says,—‘“ Before 
the coming on of labour, deformities of the pelvic dvim may some- 
times be measured by introducing the two first fingers, and separating 
them so as to touch the promontory of the sacrum and the symphysis 
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pubis, and then altering their position so as to measure the trans- 
verse diameter. When the deformity is high up, this manipulation 
fails, and it becomes necessary to introduce the whole hand into the 
vagina, when a satisfactory exploration can be made.... . The 
single finger passed in to its utmost length and rotated within 
the pelvis will seldom fail to inform us of the existence of deformity 
or diseased growths in the pelvis” (p. 426). 

Thus, he adopts Ramsbotham’s third method even for the measure- 
ment of the transverse diameter of the brim, but thinks that deformity 
should generally be recognised by the examination with one finger. 

Dr. Churchill gives the following directions for diagnosing pelvic 
deformity :—‘‘When making an examination for this purpose, the 
finger should be passed direct to the promontory of the sacrum, and 
thence carried forward slowly to the symphysis pubis ; we may then 
pass it across the pelvis, in the direction of the transverse and oblique 
diameters, and finally follow the course of the brim, taking note of 
any deviation from the usual form, or of any obstacle” (“ Midwifery,” 
6th Ed., p. 22). He admits, however, that the information thus ob- 
tained is “ deficient in precision,” which it could hardly be if it were 
possible to carry out this method in practice. He is the only one of 
the older writers who does not utterly discard the external measure- 
ments, which he thinks are “of some value as an approximate 
estimate” of the internal ones (p. 21). 

Dr. Meadows thinks that in cases of slight distortion examination 
with the finger is practically useless, “inasmuch as the finger will 
probably not be long enough to reach the sacral promontory at all.” 
“If the top of the sacrum can be reached easily with the finger there 

is probably coarctation of the brim ; its absence, however, is no proof 
of the contrary” szc, (p. 331.) He, too, omits all mention of the 
external measurements as aiding our diagnosis, and condemns the 
examination with the whole hand as being clumsy, painful, and 
untrustworthy, and finally adopts Ramsbotham’s third method (3rd 
Fd., p. 338). 

Dr. Playfair, in his late work, has shaken himself free from the 
old idea that the external measurements of the pelvis are of little 
value, and quotes the deductions that Professor Spiegelberg draws 
from a comparison of the distance between the anterior superior 
spines of the ilia with that between the two crests. He still adheres, 
however, to the old teaching about the impossibility in a normal pelvis 
of reaching the promontory without introducing the hand into the 
vagina ; he fails to point out what are the conditions that determine 
the relative length of the conjugata diagonalis and the conjugata vera, 
while he directs the examination to be made with the right hand, the 
woman being in the ordinary obstetric position on the left side, under 
which conditions accuracy is practically impossible. His directions 
are as follows :—“'The patient lying in the usual obstetric position, 
an attempt is made to reach the promontory of the sacrum with the 
‘tip of the index finger. In a healthy pelvis this is impossible, so that 
the mere fact of one being able to do so proves the existence of 
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contraction. A mark is made with the nail of the index of the left 
hand on that part of the examining finger which rests under the 
symphysis, and then the distance from this to the tip of the finger, 
less half an inch, may be taken to indicate the measurement of the 
true conjugate of the brim” (p. 67). He adds, further on—“ It is to 
be remembered that this procedure is useless in the slighter degrees. 
of contraction in which the promontory of the sacrum cannot be 
reached” (p. 68). 

If we now consult the masterly work of Prof. Leishman we will 
find that he contents himself by quoting at length the three methods 
of Ramsbotham. He adds,—‘“ It 1s only, however, after considerable 
experience that such arbitrary methods of examination are of much 
value in diagnosis. Very marked deformity is usually recognised 
easily enough, but the more important question of the degree or 
amount of the distortion is not so readily solved, and will always 
require most careful and exact observation. It is upon the latter, 
indeed, that the most important practical considerations hinge; and 
upon the result of such an investigation, be it right or wrong, will 
depend whether, in a given case, we determine in favour of operation 
by the forceps, turning, craniotomy, or the Czesarean section.” 

Finally, if we consult Dr. Milne’s “ Midwifery,” which is the latest 
book that has appeared on the subject, we will find that he, too, adopts 
Ramsbotham’s third method as the best for measuring the true con- 
jugate. If this fails—which, from his own account, it seems to do 
pretty often—he introduces the whole hand. He does not, however, 
as much as mention the first method of Ramsbotham (S Midwifery,” 
and Ed., 1379, p. 12). 

One thing, I think, is very apparent from the foregoing extracts— 
viz., that the directions given in English text-books as to the best 
method of estimating deformities of the pelvis are most contradictory 
and confusing. What one writer looks on as the best method another 
does not even mention ; one considers the external measurements of 
the pelvis as most valuable, while another speaks of them as “ afford- 
ing the most conflicting and erroneous results.” Dr. Murphy looks 
on the introduction of the whole hand into the vagina as entirely 
clearing up a doubtful case; Dr. Meadows speaks of it as being 
clumsy, painful, and untrustworthy.” There is one point, however, 
on which they all agree—viz., that in the normal pelvis the promon- 
tory of the sacrum cannot be ‘reached by introducing one, or (when 
it is mentioned at all) even two, fingers into the vagina. This state- 
ment is certainly untrue, but it is not nearly so dangerous as the one 
made by Ramsbotham, and endorsed by Leishman—that when we are 
able to touch the promontory with the finger, the true conjugate must 
measure ‘‘ considerably under three inches,” or, as Murphy puts it, 
must be “less” than three inches. The last author, however, does 
not hesitate to draw most important practical conclusions from the 
fact. He says,—‘ It may, then, be taken asa rule that if the fore- 
finger touch near the promontory of the sacrum, ¢he head will not pass” 
(2nd Ed., p. 258). The other writers who recommend this first 
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method of examination either do not attempt to fix the extent of 
deformity which must be present if the sacro-vertebral angle is 
within reach of the finger, or express it in the most vague and general 
terms; and no one except Dr. Playfair attempts to estimate the 
-amount of the difference between the conjugata diagonalis and the 
conjugata vera. 

As long as authors differ so widely as this in theory, it naturally 
follows that there can be little or no unanimity as to any practice 
which is based or founded on the supposed length of the antero- 
posterior diameter of the brim, whether it be the question of turning 
or the forceps in contracted pelvis, or the period of pregnancy at 
which premature labour should be induced, or the exact limits of 
craniotomy and the Ceesarean section. T hus, Dr. Murphy would at 
once make up his mind to perforate if he were able to touch the 
promontory with the finger, though fortunately very few of us would 
feel inclined to follow his example. Dr. Meadows would expect to 
deliver by turning, at the seventh month, in a case where the antero- 
posterior diameter of the brim measured 13 inches only, while 
Professor Spiegelberg would fix the lowest limits of craniotomy at 
5°5 cm., or more than 2 inches. Dr. Playfair adopts a method of 
estimating the true conjugate from the diagonal conjugate, which 
leaves room for an error to creep in of considerably more than 4 an 
inch, while in the same chapter he recommends a table for our 
guidance as to the week in which premature labour should be induced 
in cases of deformity, which presupposes an accuracy in the measure- 
ment of the true conjugate to within from qs to 4 of an inch. 

Such differences of opinion about various modes of treatment in 
cases of contracted pelvis would be very much more common than 
they are, were it not that a large number—I would almost say an 
immense majority—of the profession, never attempt to treat a case of 
difficult labour by estimating the exact length of the antero-posterior 
diameter of the brim, but determine the amount of the deformity in 
each case by the extent of the delay in labour, and the nature of the 
operation—whether forceps, or craniotomy, or the Cesarean section— 
that is found necessary to end it. 

The question of the time for inducing premature labour is also 
settled, in the vast majority of cases, by the history of the previous 
labours, and very rarely indeed, in spite of the table recommended 
for our guidance by Dr. Playfair, by an exact measurement of the true 
conjugate. : 

But what have we learned from these authors as to the relative 
lengths of the diagonal conjugate and the true conjugate? Murphy 
contents himself with showing that the true conjugate must be “less” 
than the diagonal. Ramsbotham and Leishman say that it is 
“considerably less,” but add that, even in cases of great deformity, 
“it is not always possible to calculate the difference between the 
two lines accurately.” Dr. Playfair simply deducts half an inch from 
the diagonal, and says the amount thus obtained “ may be taken to 
Indicate the measurement of the true conjugate of the brim” 
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p. 68). This leaves room for a very considerable error to creep in, 
as the difference between the two conjugates varies greatly in dif- 
ferent cases (1-3 cm.). 


The general teaching of the present day, with regard to deformity 


of the pelvis, may, I think, be thus shortly summed up :— 


First.—That external measurements of the pelvis are almost 


useless. 

Secondly.—That the promontory of the sacrum cannot be reached 
by the finger except in cases where the true conjugate is either 
“less,” or ‘considerably less,” than three inches. 

Thirdly.—That it is therefore impossible, by this method, to esti- 
mate the amount of the deformity when the diagonal conjugate 
measures more than three inches. 

Fourthly.—That, even if we know the length of the diagonal con- 
jugate, we cannot, with any degree of accuracy, estimate from it the 
length of the true conjugate. 

Fifthly.—That in order to estimate the deformity, in cases where 
the diagonal conjugate is more than three inches, we must either in- 
troduce the whole hand, or measure the brim directly by Rams- 
botham’s third method of placing one finger on the pubis and the 
other on the promontory, then withdrawing them without altering 
the distance between the points, and measuring this off on a rule or 
by compasses. 

It is, I think, very humiliating to find, if we consult the works of 
Smellie, more especially his first collection of cases, published in 
1754, or nearly 130 years ago, that his practice in cases of pelvic 
deformity was founded on sounder theory and more exact observation 
than that of the present day. He did not think that if the promontory 


was within reach of the finger the true conjugate must be considerably 


less than three inches, and the child, therefore, be inevitably lost, as 
may be seen in the following case (Smellie, vol. 11, p. 261, case 


192, M‘Clintock’s Edition) :—‘‘ In the year 1742 my attendance was > 


bespoken by a woman who had been four times delivered by another 
gentleman of dead children ; and it was alleged her pelvis was so 
narrow and illformed that she could not bear a live child...... 
Soon after my first visit, I was called to her when she imagined her- 


self in labour, and found the mouth of the womb but very little | 


open, though soft and yielding. Her pains seemed to proceed from 
her being costive ; yet I felt the head resting above the pubes, and I 
was agreeably surprised to find the pelvis was not so narrow as it had 
been described ; for with the tip of my finger I could hardly touch 
the jutting forwards of the last vertebra of the loins and upper part 
of the sacrum ; from which circumstance I understood the pelvis at 
that part was not above half or three-quarters of an inch narrower 
than those that are well formed. I therefore hoped that if the child 
was not large it might be saved, provided I could keep up the 
patient’s strength.” Smellie estimated the true conjugate in this case 
as being 4 or 3 of an inch less than normal—or from 34 to 3? inches, 
gross measurement—and that this was a very accurate estimate is 
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shown by the fact that the child was born alive after a moderately 
tedious labour, so that he adds— From the easiness of the birth 
and the round form of the head, which was not at all compressed, I 
am inclined to believe that though the child had been of an ordinary 
size it could have been saved.” To him, also, the great credit is due 
of being the first who attempted to estimate the true conjugate from 
the length of the diagonal; and I think there is more accurate infor- 
mation and practical knowledge to be derived by reading the two 
short chapters in which he treats “Of the Narrow and Distorted 
Pelvis,” and the cases he gives of labour with contracted pelvis, than 
in all the modern English text-books put together. It must also be 
greatly regretted that instead of being the teachers, as the English 
were in the time of Smellie, we are now the taught, and have not 
even proved ourselves apt scholars. For it is now nearly 30 years 
since Michaelis’ celebrated work on deformities of the pelvis (“ Das 
Enge Becken”) was published, in which, after pointing out the ignor- 
ance that then prevailed in Germany on the subject, he says :—“ In 
order not to continue on in this strain longer than is absolutely 
hecessary to prove my point, I will instance one error only, which, 
as far as I can ascertain, is to be found in all the text-books, and the 
tendency of which must be to prevent any systematic measurement 
of the pelvis—viz., the statement that it is impossible in a normal 
pelvis to reach the promontory of the sacrum by introducing one or 
two fingers into the vagina. © This statement is absolutely untrue, for 
it is very rarely, indeed, that we fail not only to touch the promontory 
of the sacrum, but also to measure accurately the diagonal conjugate. 
That this may in exceptional cases be impossible is no more than 
one would expect, but that these cases are very rare may be gathered 
from the fact that I have been able to make this measurement in 
fifty consecutive cases without once failing, and can generally measure 
it in nine cases out of ten” (2nd ed., p. 8). Since the publication 
of this book this error has quite disappeared from German text-books, 
and the new teaching has even been adopted by the French, who 
are not in general very ready to receive any foreign ideas. If we 
look into Cazeaux’s book we will find he considers that in the large 
majority of cases we can make a thoroughly satisfactory estimate of 
the length of the conjugata vera by introducing one or two fingers 
into the vagina ; and that if we are unable to reach the sacro-vertebral 
angle there can be very little difficulty in labour (Cazeaux, gth ed., 
p. 681). ‘The impetus that the work of Michaelis gave in Germany 
to the study of contraction of the pelvis has been fostered and kept 
up by such men as Litzmann, Dohrn, Schroeder, and many others ; 
and the various scattered observations, unconnected facts, and _half- 
formed theories thus obtained have been quite lately collected and 
woven into one harmonious whole by Prof. Spiegelberg, of Breslau 
(“Lehrbuch der Geburtshiilfe,” 1878). 

He looks on the external measurements of the pelvis as of the 
greatest importance as enabling us to determine to what type of 
deformed pelvis we are to refer any given case, though not the exact 
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amount of deformity present. The external measurements that he 
thinks of most value are: that between the anterior superior 
spines of the ilia, that between the crests of the ilia, and the} 
external antero-posterior diameter, or diameter of Baudelocque. In 
the normal pelvis the distance between the crests is about one inch 
greater than that between the spines. He concludes that— 

1. If these distances are both of average length, and the distance 
between the crests is about one inch greater than that between the 
spines, the pelvis is normal. 

2. If the distances are both something under the normal, but 
retain the proper relative length, the pelvis is a generally contracted 
one. 
3. If the equal distance between the crests is the average, while that 
between the spinous processes is more than usual, so as to be nearly 
equal to, or equal to, or even greater than that between the crests, 
then the pelvis is contracted in the antero-posterior diameter, but is 
normal in its other dimensions. 

4. Ifthe distances have the same relation to each other as in the 
last case, but are both below the average, then the pelvis is too small 
in all its diameters, but especially in the antero-posterior diameter. 

He also says that should the external antero-posterior diameter be 
only 6°3 inches we may conclude that there is antero-posterior 
narrowing of the brim. 

To measure the diagonal conjugate of the pelvis, the woman should 
lie on her back, with the hips well raised off the couch, in order not — 
to prevent the finger and hand being pointed well upwards. The two 
first fingers are then to be inserted into the vagina, and the other 
fingers folded into the hollow of the hand. As soon as the external — 
fingers come to touch the perinzum steady pressure must be made 
upwards and backwards towards the promontory. After a short time 
this overcomes the spasm of the perineum, and in proportion as it 
becomes relaxed the fingers sink more deeply into the pelvis. When 
the tip of the second finger reaches the promontory the radial side of 
the first finger must be raised against the lower edge of the pubis, and 
a mark made with the nail of the forefinger of the other hand at the 
point where it touches the ligamentum arcuatum. ‘The fingers are 
then withdrawn, and the distance measured off by a pelvimeter. This 
gives us the diagonal conjugate, which exceeds the true conjugate by | 
from 1-3 cm., or roughly from 3-1} in. The exact amount must be 
determined in each case by taking into consideration the height of the 
promontory and the depth and inclination of the pubis. In this way 
Spiegelberg says he is able to arrive at the true length of the conjugate 
to within 2-4 mm., or from half a line to a line. 

The most essential points to be attended to when measuring the 
diagonal are :—1ist. That the promontory cannot be readily reached 
when the woman is lying on the left side, nor, ifit be reached, can we 
then readily measure off the diagonal conjugate with the forefinger of 
the left hand. znd. That our success in reaching the promontory 
will depend as much on our wearing out the resistance offered to the 
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hand by the perinzeum by constant firm pressure, as on the mere 
length of the fingers. 3rd. That the ease with which the promontory 
is reached depends greatly on its height, as well as on the length of 
the true conjugate. 

As we neglected for nearly 130 years the teaching of our own cele- 
brated countryman, Smellie, we can hardly be greatly astonished that 
the facts brought forward by Michaelis, now nearly thirty years ago, 
have had so little effect on the doctrines commonly taught in this 
country. But there are already symptoms of a change, and I have no, 
doubt that before long the fatal theory that it is impossible to reach 
the sacro-vertebral angle ina normal pelvis, by inserting two fingers 
into the vagina, will be abandoned and forgotten in this country as it 
is at the present moment in Germany. 

Dr. Krpp.—Did Dr. Macan ever try Dr. Greenhalgh’s ingenious 
instrument for measuring the pelvis? 

Dr. Macan.—I have not tried it. 

Dr. Kipp.—It sometimes answers the purpose very well, but 
measurement with the fingers is the best. My own plan is to intro- 
duce the right index finger and touch the promontory of the sacrum 
with its tip and the arch of the pubes with its radial side; then I 
introduce the left index along the palmar surface of the other till I 
touch the crest of the pubes, and withdrawing the hands in this 
position, the distance between the tips of the two fingers corresponds 
to the antero-posterior diameter of the brim. After all, the test is 
whether the child’s head will come through. You may measure the 
pelvis, but you cannot measure the child’s head. I attend a lady 
who was told she never could have a living child. I measured her 
pelvis, and said I thought I could deliver her of a living child. I 
delivered her of two—the first with the forceps and the second by 
turning. At her next labour I tried the forceps, but failed ; I then 
turned, but had such difficulty in getting the head through the pelvis 
that the child was lost. It was an enormous child, weighing fourteen 
pounds. All her children were large. 

Dr. Ror.—I am in the habit of using a very simple appliance sug- 
gested by Mr. Weir, of the Coombe Hospital, and which consists of 
a steel ring made to fit any sized finger, which is fixed to the index 
finger ; from this a cord passes to a small India-rubber band placed 
upon the second finger, which registers the exact distance to which 
the fingers have been separated in the pelvis. It can be measured 
off by a rule afterwards. { 

The Presipent.—We know that, according to Baudelocque, in 
France, every parish priest is advised to have a pair of callipers, and 
to recommend no person to marry that does not measure a certain 
amount round the pelvis. 
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Gonecie Summary. 


Llystero-trachelorrhaphy. 


Dr. Mundé contributes to the American Fournal of Obstetrics 
(January, 1879) an article strongly advocating the extended use of 
Dr. Emmet’s plastic operation for the cure of lacerations of the cervix. 
With regard to typical cases of complete laceration or fissure of the 
cervix, either unilateral or bilateral, with a rolling out of the lips of 
the cervix up to the vaginal insertion, he considers that no unpreju-- 
diced and experienced observer can at the present day entertain a 
particle of doubt as to their deleterious effects, both locally and on 
the general system ; their incurability by other means; and their 
rapid, sure, and safe cure by Emmet’s operation, with the usual entire 
relief of all symptoms. He points out, however, that the opinion of 
the profession is still greatly divided as to the exact point when a 
laceration and eversion of the cervix requires operation, and when it 
is still curable by topical applications—astringents, caustics, or cau- 
tery. Even some leading uterine surgeons in America still retain the 
opinion that the minor degrees of laceration and eversion do not 
require operation ; whie in Europe, with the exception of Germany, 
the existence of laceration or fissure of the cervix, as a distinct lesion 
requiring recognition and treatment, appears scarcely to have dawned 
upon the profession. 

The author himself, while admitting that slight or considerable 
lacerations without eversion, and with normal mucous surfaces, and, 
further, even deep lacerations with eversion, but with the whole 
everted cervical mucosa cicatrised and smooth, do not call for any 
interference whatever, yet claims that there are numerous cases of 
the minor degrees of cervical laceration in which the plastic operation 
is the most safe, sure, and rapid therapeutic measure for the relief of 
the local disease. ‘The following are the classes of cases in which he 
thinks it beneficial :— 

tr. Slight lacerations, in which, under the influence of friction 
against the posterior vaginal wall (the uterus being often subinvoluted 
and depressed), the trivial ectropium becomes a profusely secreting 
erosion, gradually spreading into the cervical canal. Here he considers 
that cure by caustics or the milder astringents would only be tem- 
porary, while, in any case, such treatment might last over many 
months. 

2. Slight lacerations not, perhaps, leading to erosion, but still 
acting through the gaping and everted os as chronic feeders of the 
subinvolution and hyperplasia, against which therapeutics are ordi- 
narily of little avail. In this case he considers trachelorraphy as a 
mild and equally efficient substitute for partial amputation of the 
cervix, recommended by numerous authorities as a stimulus to invo- 
lution, and as a far better, and surely no more cruel, agent than the 
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actual cautery, which has also the disadvantage of putting a cicatrix 
where the operation places normal mucous membrane. 

3. Cases of hyperplastic or cystic ectropium of one lip, in which a 
raw eroded surface takes the place of the lip. To excise the re- 
dundant tissue, slightly pare the edge of the broad cervix, and 
restore the normal transverse os, the author holds to be a much better 
cure than the tedious cautery, or often repeated scarification. 

4. Cases of laceration with comparatively slight injury to the 
border of the os, which, however, is patulous and funnel-shaped, 
often admitting the point of the index-finger, and frequently everted 
and eroded. Here the strong caustics fail or are tedious. ‘The 
author therefore proposes to slit the cervix bilaterally, denude, and 
stitch it up like an ordinary laceration. In the cases so treated he 
was so far successful that a subsequent rapid cure by nitric acid 
proved to be possible. 

5. In cases of large granular and follicular erosions,in which cure 
by caustics is difficult, the author is confident that much time might 
be saved by removing the diseased mucous membrane, and uniting 
the healthy edges by sutures, as is done in Emmet’s operation. 

To show that the operation is comparatively devoid of danger, the 
results of at least 250 cases are quoted from the statistics of the 
New York Woman’s Hospital, and the practice of Dr. Emmet, out 
of which there was only one death (from peritonitis), and one case 
of cellulitis. The operation is found to fail to effect union in only 
about 12 per cent. of the cases. The author approves the practice 
of Dr. Skene, in using silk instead of silver-wire, to facilitate the 
operation, and in performing it without an anesthetic. He thinks 
also that we shall soon be able to operate on slighter cases of lacera- 
tion in the consulting-room or out-patient room, let the patients go 
about their ordinary avocations, and return for the removal of the 
stitches at the end of a week. 

Out of 7oo parous women treated by the author as out-patients 
within two years, he found 119 had lacerations of the cervix (92 
bilateral, 24 unilateral), 54 of these being of the third or most severe 
degree, and only observed 11 instances of simple uncomplicated 
erosion. Out of the 119 cases, he operated on 16, with 12 per- 
fect successes, and four failures as to union; in two of these latter 
the operation was repeated with success. The paper is illustrated 
with coloured lithographic plates illustrating the varieties of lacera- 
tion and erosion. 7 
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mapOUR OBSTRUCTED BY PELVIC TUMOURS: 


IN SPECIAL REGARD TO LAPARO-HYSTEROTOMY, LAPARO- 
ELYTROTOMY AND HYSTERO-ECTOMY. 


By Pror. A. STADFELDT, M.D. 
(Continued from p. 219.) 


I PROPOSE now to adduce an extract of those observations 
I have been able to find in literature, in which pelvic 
_ osteo-steatomas have complicated labour. 

Denman mentions a case of osteo-steatoma, which came 
under the notice of Hunter in a woman in labour. He himself 
had not seen it. The woman had previously been delivered 
eight times with ease. After two years’ ill-health she became 
pregnant for the ninth time, and when Hunter was summoned 
to deliver her, he found the greater part of the pelvis 
occupied by a tumour. Perforation, The mother died. 
At the autopsy a firm, fatty excrescence was found proceeding 
upward from the one side of the anterior aspect of os sacrum. 
The major part of the superior pelvic aperture was filled by 
it. Described as an “osteo-steatoma” (fibroma ?). (“Intro- 
duction to Midwifery,” vol. ii. [1795] p. 100.) 

Golla—A woman, mother of eight children, died at the 
ninth birth, an obstructing tumour in the pelvis compelling 
Perforation. At the autopsy there was found a firm, adipose 
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substance issuing from the uppermost part of the lateral 
portion of os sacrum. The tumour projected into the pelvic 
brim, in such a manner as to supply the greater part of it 
(fibroma?). (“Saggioelementare su l’arte ostetr.,” Parma, 1800, 
p. 195; according to Corradi: “ Dell’ Ostetricia in Italia,” part 
ii, [Bologna, 1875] p. 495.) 

Drew found in a labour (1803) the pelvis aR totally 
filled by a tumour—14 inches in circumference—adherent 
to the right sacro-sciatic ligament. He made an incision to 
the right in perineum and on the side of anus until quite 
close to os coccygis. The tumour was then excised without 
great difficulty. The labour terminated by nature. The 
mother recovered. “Fate “of the child not known. Tie 
seems to have been a case of fibrous tumour. (Ladino. 
Fournal, vol. i. [1805] p. 23:) 

F. Burns discovered, when examining a Mrs. B. a 
labour at full term, a firm tumour (fibroina?) proceeding from 
the whole left side of the pelvis. It protruded a little above 
the pelvic brim, filled the cavity of pelvis, pushed vagina over 
to the right, and admitted only the passage of a finger. 
Through an incision made to the left of the introitus vagina, 
and continued in perineum as far as the anus the ¢fumour was 
excised by means of scalpel, scissors, and fingers. The labour 
terminated by nature; the child still-born. The mother 
recovered, was still alive fifteen years after. Slight peritonitis. 
(“ Handbuch der Geburtshiilfe,’ ubersetzt v. Kilian. Bonn, 
1834, p. 38) | 

Grimmel.—A woman, thirty-six years of age, in labour for 
the fourth time, had been sickly with recurrent pains in loins 
and thighs, also ischuria. She dates her sufferings from a 
fall on the right side while carrying a load of grapes. The — 
movement of the right thigh had, particularly, been very 
troublesome during the pregnancy. At the third labour, two 
years previously, there had been no signs of anything patho- 
logical. Grimmel found at his examination a tumour in the — 
pelvis filling the cavity to that degree that he was. unable 
to introduce a hand. Cesarian section. ‘The child lived. 
The mother died. At the autopsy the tumour proved to — 
consist of rather firm, cartilaginous substance; it issued — 
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from periosteum on the right os innominatum, spina ischii, and 
the posterior portion of the right acetabulum. There were 
membranous adhesions to the surrounding parts. The 
tumour weighed 1$lb. This must, probably, have been a 
case of enchondroma. (Puchelt, “Commentatio de tumo- 
ribus in pelvi,’ [Heidelburg, 1840], p. 48.) 

Giuseppe Pellegrini—A tumour obstructed the passages 
in a woman inher tenth labour; it issued from periosteum 
on the inner side of os pubis, and was as large as a good- 
sized fist. The mother being unwilling to submit to Cesarian 
section, Perforation was performed. The motherdied. At 
the autopsy the tumour, which is designated as an enchon- 
droma, exhibited partly a firm, partly a cystoid consistence ; 
it was 2? inches in height, and 2 inches in transverse mea- 
sure. (According to Corradi, l. c. p. 495.) 

Scharff—A woman was delivered, the first time, by natural 
labour ; at the second birth, two years after, she applied for 
assistance. She was then thirty-one years old, had a plethoric, 
fat, somewhat cachectic appearance. During the pregnancy 
she had done journey-work ; only for the last months she 
had complained of pains above the left os pubis. By exami- 
nation a large tumour was found posteriorly and to the 
right, nearly totally filling the pelvis; it was computed to 
be of the size of a small infantile head. Vagina was pushed 
considerably to the left. Head presenting, but high up. 
The heart-sound distinct. As in spite of pains no progress 
was made in the labour, Verszon and Extraction were per- 
formed, subsequently Cranzotomy. The delivery very tedious. 
The mother died. At the autopsy rupture was found of 
vagina, and in the left sacro-iliac synchondrosis. The tumour 
proceeded from the four upper sacral vertebre, principally 
to the right, and occupied two-thirds of the otherwise roomy 
pelvis. The distance in the cavity from symphysis. pubis 
to the middle of the tumour was 24 inches. The tumour. 
was of a pink colour, elastic consistence, and was encircled 
by the glossy pelvic aponeurosis. The tumour issued with a 
peduncle of the thickness of a finger from the second sacral 
nerve on the right side, where the corresponding sacral fora- 
men was enlarged by corrosion, and had the form of a 
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recess of the size of a hen’s egg. It was, also, in cartila- 
ginous connection with first and second sacral vertebre. 
Weight close upon 400 grammes, circumference in longest 
direction 35 cm. The morbid process is described as medul- 
lary cancer, (“N. Zeitschrift fur Gbtsh.,” Bd. xvii. [1843] 
Dp. 168.) 

V. Mayer.—A secundipara, twenty-nine years old, was deli- 
vered in 1846 by Stoltz by Czsarian section on account of 
pelvic cancer. The history shows that she had for about three 
years previously to her first confinement suffered from pains — 
in the sacral region, principally during the menstrual periods ; 
the pregnancy, however, progressed normally, and the labour 
terminated by nature, albeit tediously. The pains, however, 
increased considerably, and three months after the first birth 
Stoltz ascertained the presence of a tumour issuing with a 
broad basis from the anterior face of os sacrum; it was of 
the size of a large goose’s egg. The tumour now grew 
rapidly, became softer after a bootless puncture, but even 
more voluminous, displacing rectum and vagina in front. 
After an abscess had opened on the right nates, the 
tumour decreased in size and became firmer. Flesh and 
strength improved. About a year and ahalf subsequently 
she re-entered the ward, pregnant for the second time. The © 
tumour had grown both inwardly and outwardly to the right 
sacral region and to the nates. The inner portion of the 
tumour filled nearly the entire pelvis, and was, as well as the 
outer portion, of elastic consistence. The cutaneous veins 
appeared considerably expanded. By an exploratory punc- 
ture but a small quantity of jelly-like liquid was extracted. 
A. couple of weeks after labour commenced. Foetus in 
head presentation, living. After two days’ labour Cesarian 
section, survived by the mother for 54 months; the child was 
alive. The woman perished through marasmus, the tumour 
growing gradually. Through a cauterised opening great — 
portions of the liquefied tumour were discharged during the 
latter months of her life. Atthe autopsy nearly the whole of — 
os sacrum was found absorbed in the tumour, and the remnant — 
of the bones formed small laminz, disposed in the brain-like 
substance of the tumour, or lodged in fibrous trabecule. 
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Plexus sacralis lay scattered in the pulpy substance; but 
the muscles were almost entirely destroyed, as far as they 
had come within the reach of the expanding tumour. In 
the superior lobe of the left lung there was also found a 
small vomica. No localisation of cancer in other places. 
(“ Observat. sur un cas d’Opération Cesarienne,” &c. Thése 
de Strasbourg, deuxieme série, No. 171 [1847].) 
Elkington—A woman had formerly for a long period 
been suffering from lameness in the lower extremities in 
consequence of a fall upon the loins. The symptoms wore 
off by degrees. After two days’ labour the os uteri was 
found effaced, the head presenting ; but the descent of the 
head was impeded by a tumour of solid consistence firmly 
maxed behind in the pelvis. After vain attempts with 
the forceps, Perforation. The mother recovered, but died 
after a year with symptoms of ileus and marasmus. At 
the autopsy the tumour was found to be osteo-sarcomatous, 
occupying the entire posterior portion of the pelvis, and 
having displaced uterus, vagina, and rectum forward, also 
having corroded their walls. The tumour proved to pro- 
ceed from the os sacrum itself. (Brit. Record, i. 1848 ; extr. 
in Schmidt’s “ Jahrbiicher d. ges. Med.,” Bd. Ixiii. p. 197.) 
Stapf (Observation of E, Martin)—-A woman, thirty-one 
years old, had been delivered twice by natural labour. In 
1846 she fell down a flight of stairs, and applied in 1848 for 
assistance on account of trembling and spasms in the lower 
extremities. While pregnant for the third time in 1849 
she was examined through vagina, and one tumour was then 
found firmly attached to os sacrum, and another in front to 
the horizontal portion of os pubis. This latter grew rapidly, 
and at the examination toward the conclusion of the preg- 
nancy there was so little room in the pelvis that only half 
the hand could be introduced into it to the left. Was 
delivered by natural labour, but the child macerated, weigh- 
ing only 4lbs. It was born in foot presentation. The 
mother died. At the autopsy the tumour emanating from 
Os pubis was found to occupy two-thirds of the pelvic cavity, 
and also to extend between the adductor muscles on to the 
right thigh. The tumour was reddish, lobular, and of cartilagi- 
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nous consistence. Also from os sacrum a tumour emanated, 
and similar neoplasms were found in other places—ee., on 
the other pelvic bones, on the skull, and on the ribs. The 
pelvic tumour was, in accordance with a microscopical exami- 
nation made by Forster, considered to be a case of pelvic 
cancer. (“Illustr. “med. Zeit)” un 435 extract “in-Schmicices 
“Jahrb. d, ges) Med, "bd. ixxivin p21 3%) 

Kiwisch—A secundipara died undelivered (1830) from 
ruptura uteri caused by a fibrous tumour filling most of the © 
true pelvis and obstructing the labour. The tumour 
emanated from the right posterior pelvic angle, and extended 
through foramen ovale to the thigh. It proved at the 
autopsy to be a fibrous tumour proceeding from the right 
sacro-iliaca synchondrosis, and weighing 1250 grammes. 
(*-Geburtskunde,” *A bthe'n. | 1851] ps 192.) 

M. Retzius—A _ secundipara, twenty-four years of age, 
was admitted in labour on the 17th September, 1851. 
First labour in 1847 tedious on account of a tumour in the 
pelvis, which, however, was not so large as to prevent the 
birth of a living child. The first pains in the second labour 
had commenced three days previously to her admission into 
the lying-in hospital. The liquor amnii had escaped on the 
day of her entry. Neither foetal movements nor heart- _ 
sounds were perceived. Within the genitals, to the right 
in the pelvis, a roundish tumour was found projecting 24 to 
3 inches into the pelvic cavity, and the distance between — 
the tumour and the left pelvic parietes was only large enough 
to admit the passage of a finger. The tumour was every- 
where of the same consistence, very slightly .compressible, 
and could to a slight extent be moved in an upward direc- 
tion ; its superior border could not be reached at the explo- 
ration. Vagina was displaced to the left, and high up on 
this side a small portion of the foetal head was by explora- 
tion through vagina felt firmly wedged. Ce@sarian section 
was performed. The mother died. The child (weight 
4 kilos.) was considerably macerated. At the autopsy 
the tumour proved to proceed from the circumference of the 
right foramen ovale. Its length was 108 mm., and its thick- 
ness 81mm. It was irregularly roundish, of pure fibrous 
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structure, and lodged between the displaced muscles. A 
tumour of like structure was beside found in the flexure of 
the left knee ; it had existed since 1843, was oblong with a 
somewhat uneven surface. (“ Hygiea,” Bd. xiv. [1852] p. 157.) 

Shekleton.—A woman had been delivered five times with 
increasing difficulty. At the sixth labcur the tumour was 
felt filling the greater part of the pelvic cavity, and pro- 
ceeded from the whole anterior face of os sacrum. /m- 
bryotomy was performed, and the mother died ten minutes 
after (ruptura uteri). At the autopsy it was ascertained 
that a fibrous tumour emanated from the whole anterior 
face of os sacrum from promontorium to os coccygis ; it 
occupied the greater part of the cavity of the lower pelvis 
to such an extent that only an inconsiderable vacant space 
remained to the right. The tumour extended also into 
canal. med. ossis sacri, and was inostly in solid connection 
with the bone, with some sacfal nerves woven into it. A 
couple of cystoid portions, particularly, had penetrated and 
eerreded part of os sacrum. (Dublin. -Fournal,. vol. x.; 
extract in “ Monatsschr. f. Gbtsk.,” [1852] vol. ii. ; delineated 
in Churchill, “Theory and Pract. of Midwif.,’ 1860, p. 27.) 

Putegnat.—A secundipara, thirty years old, was delivered 
by Cesarian section on account of a tumour occupying the 
lower pelvis. The tumour had grown very rapidly since 
she had, eighteen months previously, borne her first child 
without particular difficulty. The mother died. The child 
living. At the autopsy the tumour was ascertained to be 
a fibroma of the size of an infant’s head, and to issue from 
the left obturator membrane and great sacro-sciatic ligament. 
Moreover, there was peritonitis. 

Putegnat.—In a primipara, of twenty-nine years, a fibrous 
tumour was found filling up the pelvic brim, and projecting 
into the abdomen. Cesarian section. The child lived ; the 
mother died. At the section a fibroma was found, of the 
size of an infant’s head, firmly attached to the obturator 
membrane and great sacro-sciatic ligament, and on the anterior 
face of ossacrum. Beside,a fibroma in uterus. (Yournal de 
médec. de Bruxelles, vol. xxxvi. [1863] p. 378.) 

G. Braun (Observation from the ward of C. Braun).—A 
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woman bore in her twenty-third year, for the first time, easily 
by natural labour, a living child. In the second pregnancy, 
three years after, there was found a solid, convex, even 
tumour, of the size of an orange, issuing from the left os 
ischii. It exhibited a slight degree of mobility by pressure 
from above, and reduced the transverse diameter at the 
pelvic outlet to 2}inches. Premature labour was induced 
with tedious extraction of the: foetus. by the feet. The 
child dead, macerated ; the mother died. At the autopsy, a 
fibroma, with intermixed jelly-like portions, was found 
issuing from or with its base resting on the whole left pelvic 
parietes, firmly linked with elements from the obturator 
membrane and lesser sacro-sciatic ligament. The size of 
the tumour antero-posteriorly 95 mm., transversely 68 mm. 
(“ Wiener medic. Wochenschrift,’ 1863, p. 6.) 

A. H. Swagmann.—A woman, forty-three years old, 
pregnant for the eleventh time, had been in labour for 
twelve hours. Liquor amnii had escaped. A round, even 
tumour of fibrous consistence was found proceeding from 
the anterior and the right lateral parietes of the pelvis, and 
filling the right half of the aperture of the pelvis. Child 
in head presentation with prolapse of the cord. She had 
for three months previously to labour suffered from violent 
pains in loin and thigh. Version by the feet, with tedious — 
extraction; the child still-born. The mother died: At 
the autopsy the pelvis was found to be of normal capacity. 
The lobed, solid, fibrous tumour, interwoven with bony 
particles, proceeded from the porous bony substance of the 
right lateral and the anterior pelvic parietes. On section 
the tumour was light, flesh-coloured, with a turbid juice. 
The circumference of the tumour at the base was 29 cm., its 
length in the direction of the left oblique diameter 123 mm., 
and the circumference in this same direction 35 cm. The 
real true conjugate diameter 109 mm., but reduced by the 
tumour to 51 mm. It was stated to be a pelvic sarcoma. 
(“ Nederl. Tijdschrift v..Geneesk.,” vii..p. 97 [1863] ; extract 
in Schmidt's “ Jahrb. d. ges. Med.,” Bd. cxx. p. 310.) 

Berry.—A lady, of thirty-nine years, had previously with- 
out difficulty given birth to twelve children. For eighteen 
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months she had felt severe pain in the region of os sacrum. 
The thirteenth birth occurred at the normal time for the 
conclusion of the pregnancy. Liquor amnii escaped, and 
Berry found the pelvis occupied by a tumour impeding 
the head from descending into it. The tumour gave an 
obscure perception of fluctuation, proceeded from os sacrum 
and reduced the conjugate diameter to less than 5 cm.,, 
while there was more room in the pelvis at the sides. By 
a puncture only blood was drawn. Perforation. Very 
tedious version and extraction by the feet. The mother 
died. At the autopsy a very soft, vascular medullary carci- 
noma was found proceeding from the anterior face of os 
sacrum from the very substance of the bone. The tumour 
was of the consistence of brain substance. There was also 
found a rupture of a couple of inches of uterus and vagina, 
with extravasation of blood in the peritoneal cavity. (“ Trans- 
actions of the Obst. Soc. of London for the year 1865,” vol. 
Vii. p. 267.) 

Dohrn.—In a primipara, of twenty-eight years, a tumour 
was found proceeding from the anterior face of os sacrum, 
and obstructing the passages. The tumour was compact 
and immovable, and had probably, according to the history, 
been developing itself during several years. Casarian 
section. The child alive. The motherdied. At the section 
a bloodless fibroma was found proceeding from the left side 
of the body of the fifth lumbar vertebra, and firmly attached 
to the first and second sacral vertebre. The tumour was 
egg-shaped, 9 cm. perpendicularly, and 4 cm. horizontally. 
The obstetrical true conjugate diameter 62 mm. The cap- 
sule of the tumour blended with periosteum on the fifth 
lumbar vertebra. (“Monatsschrift f. Gebutskunde,” Bd. xxix. 
§1367| p. 11.) 

Massarenti—A woman, aged twenty-seven years, had pre- 
viously been delivered twice with favourable issue. On account 
of atumour proceeding from os pubis, the pelvic channel was 
obstructed at the third labour, and C@sarian sectiou became 
imperative. The tumour had grown rapidly during the 
pregnancy without occasioning particular symptoms, only 
slight want of frequent passing of urine. The pregnancy 
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seems even to have been prolonged by a month. The 
child in oblique position, lived after birth; weighed 4375 
grammes. The mother died. At the autopsy, a fibrous 
tumour was found proceeding from periosteum of os pubis. 
Its longest diameter antero-posteriorly 19 cm., transversely 
i4cm. (“Rivista clinica di Bologna,’ 1871.3) extract ai— 
A Corrady) le; ip. AOS sandp,. 1106) 

Pintor Pasella——A primipara, aged twenty-four years, who 
limped on the left leg in consequence of repeated injuries four 
years previously, was delivered by Cvranzotomy on account 
of a tumour in the left side of the pelvis. The forceps had 
previously been tried, and had failed. Neither was the 
delivery successfully completed after the craniotomy, and 
the woman. died undelivered after sixty-two hours’ labour. 
At the autopsy, the uterus was found attenuated as a mem- 
brane.on the lower part of the left-side. The left accias 
bulum was knocked in, and os ischii on the same side frac- 
tured ; caput femoris was dislocated without penetrating 
into the pelvis. The left parietes of the pelvic cavity was ” 
transformed into a bag filled with bony fragments, of which 
part were due to the fracture of. os ischii, and part to 
the destruction of os ileum. Corpus and horizontal ramus 
of the left os pubis were also carious, fractured, but held 
together by the soft parts. The principal contents of the 
tumaur consisted of pus and hydatids, and under the micro- 
scope numerous solid particles of echinocci were demon-— 
strated, but no scolices or hooks. Similar hydatid tumours 
were found on the anterior aspect of the sacro-iliac ligaments, 
on tuber ischii on the affected side, and also on the anterior 
face of os sacrum. The interiors of the tumours intercom- 
municated freely; (A. Corradi, 1. ¢, p. 15243. extractaum 
from a treatise dated 1874 [Cagliari].) 

Depaul.——A woman, aged thirty-one years, in labour with 
her third child, had a fibrous tumour issuing from the region 
of the right sacro-iliac synchondrosis. The tumour filled the 
pelvis and had displaced the vaginal portion considerably 
forward and upward above the symphysis pubis. First labour 
had been normal; the second more tedious. Now the 
forceps was used. The child in asphyxia; the mother died. 
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At the autopsy the sallying point of the tumour was verified. 
The pelvis, intrinsically, very roomy. D. conj. vera 130 mm., 
® transv..145, and D. obliq.’140 mm. This explains 
the possibility of delivery by the forceps. (“Centralbl. f. 
meiecol.,” 1878, p. 212.) 

Exclusive of the here cited twenty-three cases of 
osteo-steatomas obstructing labour, in which the autopsy or 
the excision of the tumour had allowed an exacter diagnosis 
in regard to the seat and the nature of the tumour,—a 
few other cases occur, where to be sure the diagnosis, 
objectively considered, can be formed less precisely, but 
where both the issuing point andthe nature of the neoplasm 
have been pretty evident to the observer. I dare say I may 
cite these cases here without injuring the reliability of an 
eventual synopsis. 

Oxs. 3.—Mrs. D., thirty-one years old, was admitted into 
the ward of Professor Howitz, in the hospital of Frederiks- 
berg, on the 30th September, 1875. He having kindly 
afforded me opportunity to examine her and to give an 
opinion as to an eventual induction of premature labour, I 
cite the case here among the original observations ; and rather 
so as it has, with the exception of a communication in the 
Medical Society in the spring of 1876, not otherwise been 
published. The notes made by Professor Howitz and kindly 
lent me are about as follows :—The patient has been healthy 
in childhood, and during puberty no morbid symptoms are 
known to have existed pointing toward disease in the pelvis, 
particularly no difficulty either in walking or in passing 
feces; neither any pains in pelvis or thighs. She was 
married three years ago, and after a normally progressing 
pregnancy birth took place on the ESth, October, (13773. 
On account of pelvic narrowness, Perforation and subsequent 
tedious version and extraction became necessary. In the 
childbed, a double parametritis and phlegmasia alba dolens, 
in consequence of which she was unable to leave her bed. 
until six weeks after the birth. 

She is once more pregnant when entering the hospital, 
and her state otherwise as follows :—Tall, powerfully-built, 
rather thin than plump; the complexion natural, growth of 
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hair luxuriant. On chest and abdomen, pityriasis versicolor, 


and also several small papule, a few of which with some fine © 


scales at the base. No glandular tumours, Internally on 
the left tibia, on its upper third, a periosteal, flat, painless 


swelling ; the whole edge of left tibia, moreover, somewhat 


uneven, She is not aware of having bruised her shin. (A 


i 


suspicion of constitutional syphilis was not at all confirmed ~ 


by the anamnestical evidence.) The external pelvic measure- 


ments normal; but by the internal examination a tumour | 


was found, which partly occupied the aperture of the pelvis” . 


and protruded both above it and below it. An exact 


examination, particularly through rectum, made under 


chloroform, gave the following result:—-The tumour had 
the size of two clinched ladies’ hands joined; it had the 
shape of a mushroom, with a small incision in the lower 
rim. The pedicle of the tumour was inserted on the site of 
the cartilage between the fifth lumbar and the first sacral 
vertebra, and had a diameter laterally of about 5 cm., and 
from above downward of 3 cm. The consistence was not 
uniform ; to the left it was hard, like bone or cartilage, with 
little knobs ; to the right there were a few cyst-like portions 
covered by the walls of rectum and vagina, both of which 
were movable in relation to the tumour. The lower convex 


rim reached the level of the third sacral vertebra, and above © 


the rim of the tumour was felt through the soft abdominal 


wall, both to the left and to the right. The tumour could, to ~ 


some extent, be rotated round its base, while this latter 
scarcely exhibited any mobility. No soreness at all seemed 
to exist. The distance between symphysis pubis and the 
nearest point of the tumour—consequently the conjugate 
diameter of the passages—was about 5 cm. The transverse 
measurements in the pelvis were estimated to be normal. 
The catamenia had appeared for the last time in the beginning 
of August, and she considered herself accordingly to be 
pregnant in the sixth week. Uterus was found enlarged in 
accordance, about 15 cm. long and 10 cm. broad. - The 
tumour was considered to be a cystic enchondroma or 


fibroma, and, provided it did not alter in size and did not 
lose its mobility (capacity of rotation round its pedicle), we 
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all thought that it indicated the induction of premature 
labour, and to a certain extent admitted hope of a successful 
issue for the child. 

Already in the commencement of December foetal sounds 
were distinctly heard. In the middle of March she returned 
from the country. The functions in order. Uterus attained 
midway between umbilicus and ensiform cartilage. The 
foetus in longitudinal position, head presentation. I was 
determined to induce premature labour in the latter part of 
the month, but already on the 18th March, 1876, she com- 
menced to get pains, and in the evening the premature labour . 
was in full progress. The tumour not altered, but pushed to 
the left by the presenting head endeavouring to descend into 
the right side of the pelvis. The pains becoming more 
powerful, the head descended with some difficulty to the 
right past the tumour. Inthe commencement the latter was, 
during the pain, forced down together with the head ; later, 
the head stood wedged for about half an hour ; and at last, at 
eleven in the evening, the head suddenly slid down past the 
tumour, and then she gave quickly birth to a tiny, living 
girl, weight 1875 grammes; length, 42 cm. The child 
died, however, a couple of hours after. Head circumference, 
265 mm., D.occ. front. 95 and D. trans. 65mm. ‘Thechild 
must be considered to have been born prematurely by about ten 
qwecks. 

In the childbed some slight symptoms ; but she returned 
to her home in good health. She has since not become 
pregnant, and has altogether felt well. The tumour, how- 
ever, is, according to the opinion of her physician, considered 
to be somewhat enlarging. 

Of cases coming within the same category, I shall further, 
from literature, quote the following cases of labour :— 

F. C. Starck —A lady, L., had twice been delivered of 
still-born children ; the first time by ¢edzous Version and Ex- 
traction, the second time by Cranzotomy. She had already 
as a young girl suffered from pain in the region of the right 
hip. 

During the third labour, the examination being made 
with the whole hand, a firm, immovable tumour was found, 
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of the size of an infant’s head. It proceeded from vertebrae — 
ossis sacri, extended over and was closely connected with the — 
right ala ossis sacri and os ileum. In some places of it there , 
were softer portions. Vagina was compressed and displaced . 
considerably to the right in the pelvis. The diagnosis formed — 
was osteo-steatoma, and probably it was a case of fibroma, — 
Caesarian section. The child lived, and the mother recovered. — 
(Zweite tabell. Uebersicht d. Klin. Inst. zu Jena, nebst einer™ 
Abh. von gliicklich vollgebrachten Kajsergeburt, Jena, 1784.) _ 

F. B. Osiander—A_ negress, of twenty-seven years, was — 
examined during her second pregnancy and under treatment 
during labour. There was found on the left linea innominata, 
about above acetabulum, a steatoma (fibroma ?) of the size of — 
half of a hen’s egg, and of cartilaginous consistence. It was 
attached by a flat basis to the pelvis, and projected into the — 
pelvic cavity. She had been delivered the first time bya 
natural labour. At the second birth Version by the feet and 
extraction were performed. The child was still-born (weight 
5% lbs.) The mother recovered. The pelvic tumour als@ 
verified by examination during the childbed. (“Neue Denk- — 
wurdigk.,” Bd. ii [1799] p. 125.) 

L. Mayer reports a case of pelvic “fibroma” with subse- — 
quent formation of abscess and fistula, When twenty-seven 
years old first delivery, tedious, but by natural labour. In ~ 
her twenty-ninth year second delivery. Perforation and very ~ 
tedious delivery by forceps. Suppuration ensued with forma-_ 
tion of fistula through posterior vaginal cul-de-sac. A probe 
introduced through the fistular orifice was, at a distance of 
2 cm. above it, opposed by a tumour seated on the 
first sacral and the last lumbar vertebra, projecting into the 
aperture of the pelvis, and having a transverse diameter of 
the length of the distance between their sacro-iliac synchon- 
doses. It was of cartilaginous consistence with irregular 
protuberances, and identified with the posterior vaginal 
cul-de-sac and the posterior wall of uterus. The tumour 
erew gradually, and there was a constant puriform dis- 
charge. In her third pregnancy (when thirty years old) 
she declined the induction of premature labour, in consequence 
of which once more Perforation and delivery by forceps. — 


Labour Obstructed by Pelvic Tumours. 287 


Finally, in the fourth pregnancy, in her thirty-second year, 
induction of premature labour, by which a still-born girl 
was born (weight 4 Ibs.) The mother recovered. The 
pelvis, moreover, generally somewhat contracted. D. conj. 
vera was a trifle more than three inches. It might be 
doubted whether this case ought to be adduced here ; but the 
weight of the name of the author, and the pointed declara- 
tion in the title of the treatise that the case was one of 
fibroma, seem to entitle me to utilise the case in these 
casuistics. (“ Monatsschr. f. Gbtsk.,” Bd. xviii. [1861] p. 354.) 

Olshausen.—A woman, of thirty-three years, now in her 
fifth labour, had the three first times borne large children 
without the aid of art ; the fourth time, tediously and slowly, 
a still-born child by forceps. Shehad a fibrous pelvic tumour 
proceeding from the anterior face of os sacrum, broader than 
this bone and projecting toward the anterior pelvic parietes 
until within a distance of 65 mm. The tumour occupied 
thus a considerable portion of the pelvic cavity ; but the 
pelvis, intrinsically, roomy. This natural capacity was also 
evidenced by the course of the three first births. The 
tumour was knotty, a single knot fluctuating. Premature 
labour was induced. The child still-born, the mother reco- 
vered. (“ Monatsschr. f. Gbtsk.,” Bd. xviii. [1861] p. 362.) 

G. Braun.—In the clinique of C. Braun, a woman was, in 
her sixth labour, delivered by Cephalotripsy on account of a 
tumour from os sacrum occupying a considerable portion of 
the pelvic cavity. The first four births had passed naturally. 
In the fifth labour, in her thirty-fourth year, tedious delivery by 
forceps. The tumour was large as a fist, hard, with somewhat 
gnarled surface. Enchondroma, immovable. It issued from the 
first and from the upper portion of the second vertebra ossis 
sacri, and extended with its base over the right sacro-iliac 
synchondrosis. D. conj. vera was reduced to 2% inches. 
The mother recovered after the delivery. (“Wiener medic. 
Wochenschrift” [1863] p. 23.) 

The here cited twenty-nine cases of “pelvic osteo-stea- 
tomas” embrace thirty-eight pregnancies dating, as faras may 
be calculated by the anamnestical evidence, from after the 
commencement of the morbid process, I will, however, for 
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the present pass by the course of the labours and their treat-_ 
ment until I, later on, shall have cited shortly a minor series — 


of cases, which cannot, to be sure, illustrate the nature and 


the ‘origin of the morbid process, but nevertheless can be — 
utilised to elucidate the question of the treatment of the — 


labours. 


In seventeen of the twenty-nine cases the pelvic tumours | 
must be reckoned among the fibromas ; of these, however, five — 


cases are somewhat doubtful. One case is placed among 


echinococcous tumours in the very substance of the bone. 


Five cases are described as enchondromas, of which, how- — 


ever, possibly two are dubious. In six cases the affection 


was decidedly malignant, either cancer or sarcoma. The — 


more benign tumours affected chiefly periosteum and liga- 


ments; the malignant ones, on the contrary, the bony 


substance, which was destroyed to a greater or smaller 


extent. 


In thirteen cases the tumours are stated to proceed from 
the anterior aspects of the os sacrum or of the lumbar 


vertebrze, in seven cases wholly or chiefly from the anterior 


pelvic parietes. In the remaining cases either the origin was — 
spread over a greater surface, in such a manner that the — 
lateral parietes of the pelvis was occupied, or the tumours. — 
issued from the sacro-iliac synchondroses, sacro-sciatic liga- 
ments, or similar places. While the different kinds of — 
tumours had, in pretty equal proportion, their origin on os — 


sacrum and the lateral parietes of the pelvis—the fibromas, © 


however, of course in preponderance—the matter stood © 


somewhat differently in regard to the tumours issuing»from 
the anterior pelvic parietes ; the fibromas particularly appear- 


ing, comparatively, rarely in this place. Of the seven cases. 
in which the tumours issued from the anterior pelvic parietes, — 


two were enchondromas, two cancer or sarcoma, while 
fibromas were found only three times, and in these three 
cases the fibroma proceeded twice from obturator membrane, 
and only once it seemed to have issued from periosteum of 
os pubis. This point is not without importance in diagnos- 
tical regard. Because, if it in any case be ascertained that 
the tumour proceeds from ¢he very bones of the anterior pelvic 
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parietes, os pubis, &c., or from their periosteum, there is a 
probability that it is a@ case of enchondroma or cancer. 

When the tumour proceeds from the postetior parietes and 
the lateral portion of the pelvis, the diagnosis of the nature 
of the growth—particularly whether it be malignant or 
benign—cannot be formed in like manner, since, as urged 
before, all kinds may appear with about equal frequency in 
these places. There must be looked for other criteria in 
diagnostical regard. It is principally the quality of the 
tumour, the history, the cachexia, and the localisations in 
other places of the organism of the process, which must 
lead our diagnosis in the right direction, and yet “these aids 
may easily fail us. The cachexia will thus often be missing 
until far into the course of the process ; and in regard to the 
localisation of the affection in places distant from the pelvis, 
we must be very cautious in our conclusions, since, partly, in 
very few of the more malignant tumours there appear in 
other places clinically demonstrable localisations of the 
Process, and partly cases are related (¢¢., by Retzius) in 
which the pelvic tumour is stated positively to have been 
of fibrous structure, consequently benign, and where never- 
theless kindred tumours were found in other places of the 
body. I shall yet mention a point which, in some degree, 
May acquire a certain importance relatively to the diagnosis 
of the nature of the tumour—viz., the evidence of a previous 
trauma, as such seem to favour the development of malignant 
tumours. In three cases a heavy fall is stated as the cause 
of the morbid process in the pelvis, and in two of these 
cases the tumours were of rather malignant nature. 

The Etiology—An American author, R. P. Harris, states 
that the black race is more predisposed to the pelvic tumours 
here treated of than the white race. F. L. Meissner states 
somewhere that they occur more frequently in Southern than 
in Northern Germany. I cannot from my statistics conclude 
if such a predisposition exists. Two of the cases related in 
this Paper occurred in negresses ; consequently, if the osteomas 
are included among altogether thirty-eight cases, which 
are all compiled in Europe, this proportion might, consi- 
dering also the exceedingly low number of negresses in our 
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hemisphere, seem to vouch for the correctness of the view 
pronounced by Harris. As, however, the one case has 
happened in the West Indies, and the pelvis only afterward 
has been conveyed here, the intrinsically inconsiderable 
demonstrative strength of my statistics becomes yet further — 
weakened. .- 

The age of the woman is not always stated, and in several 
cases it is impossible to discover at what age the affection 
commenced. I have calculated the age in twenty-one 
cases of osteo-steatomas to be varying between twenty-four — 
and forty-three years, but it seems that the more malignant — 
tumours (cancer, sarcoma, enchondroma), on an average, | 
appear at a later age than the fibromas. In eleven cases of 
fibromas I have calculated the average age of the woman 
to be twenty-eight years, twenty-four years being the lowest, — 
and thirty-three years the highest age ; whereas in nine cases 
of the above cited more malignant tumours the average age 
is thirty-three years, twenty-five years being the lowest and 
forty-three years the highest age. 

While the importance of race and age, as predisposing to 
pelvic affections, must, according to what is adduced above, 
be declared to be somewhat uncertain, such is in a less 
degree the case in regard to the importance of previous 
labours ; whereas it is manifest that multipare are far more 
predisposed than primipare. If the one case of pelvic © 
tumour of parasitical origin (echinococcus) is deducted, only 
two primiparee appearagainst twenty-three multiparze in those _ 
of the remaining cases, in which the number of births can 
be calculated. Neither of these primiparz suffered from the 
more malignant forms, but from fibromas ; and that this pre- 
disposition for multiparzee depends not wholly on their, on 
an average, higher age, can be gathered from the fact that 
the age of the two primipare was, respectively, twenty-eight 
and twenty-nine years, consequently not exceeding the — 
average age for the occurrence of fibromas. Many of the 
women had, moreover, borne a very great number of times, 
thus eight of them from six to thirteen times ; and it may 
consequently be considered probable that the hyperemia ~ 
of the pelvis effected by the pregnancies, or the mischief 
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done during the labours, may be of some importance in 
etiological regard. It is, at all events, an experience that 
the pregnancy, the labour, and the childbed may have a very 
considerable influence on the growth of the tumour, whereof 
instances will be found in the cases cited. 

The importance, in etiological regard, of traumas having 
previously been shortly mentioned, I shall not again dwell 
on this point. 


(Zo be continued.) 





A NEW INTRA-UTERINE STEM, WITH 
REMARKS, 
By A. WicLESworTH, L.R.C.P. 


THE rectification of uterine displacements by mechanical 
appliances, has been the subject of much thought and 
ingenuity. There are two methods of treatment adopted with 
a view to remedy both versions and flexions—viz., extra- and 
intra-uterine. 

The principle upon which extra-uterine treatment rests, is, 
to return the uterus to its natural position, and then to 
occupy the space that it abnormally filled with some instru- 
ment, which will effectually prevent a relapse of the 
displacement until a cure has been fully established. The 
theory indeed is all that can be desired ; but the practical 
application of it is accompanied with innumerable difficulties, 
evidenced by the numerous and various contrivances that 
have been invented for the purpose. 

The guiding principle in the construction of the best of 
these instruments has been, to endeavour to obtain a 
Maximum of occupation or support, at the proximal end of 
the contrivance, with a minimum of pressure at the distal. 
The first has not been difficult to find ; the second has proved 
to be almost insuperable, if the instrument has to be worn 
any length of time: for even if the length, breadth, and 
distensibility of the vagina could be accurately gauged, so 
that an instrument might be made to fit to the th part 
of an inch, nevertheless, sooner or later, according to 
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individual susceptibility, the pressure at the distal end will 
most surely produce more or less ulceration. Further, even 
with the best fitting instruments, there is always a liability 
to their becoming displaced, if the wearer is subject to any 
strain of the abdominal muscles. That extra-uterine instru-_ 
ments are frequently the cause of much mischief is well 
known. We have only to read the reports of the various 
Obstetrical Societies to obtain more than ample evidence upon 
this point. Nevertheless, vaginal pessaries continue to be 
used almost entirely, and treatment by intra-uterine stems is — 
the exception, not the rule, not having received that 
amount of attention that the subject demands. Indeed, it is 
not so many years since that it was denounced in the 
strongest terms by gynecologists of acknowledged repute. 
Yet few will veriture to assert that it is not by far the most 
rational plan of treatment to adopt. It is probable that 
intra-uterine instruments fell into disrepute, first, because the 
subject was not sufficiently understood; secondly, the 
instruments for this purpose were ill adapted to fulfil the 
requirements demanded of them, the results being zzzer ala 
acute inflammations. Attention, however, has again been 
directed to the subject, but more observation and experiment 
will be required before a thoroughly satisfactory basis is 
arrived at. 

With regard to the instruments for intra-uterine support, it 
may be laid down as an axiom, that all those which have a — 
fixed and immovable base for the stem to rest upon, are to 
be scrupulously avoided; chiefly, because a fixed base 
prevents a certain degree of mobility of the uterus, which is 
absolutely essential if internal abrasions—if nothing more— 
are to be avoided. Again, a fixed base means pressure upon 
the vaginal mucous membrane, and consequent ulceration 
sooner or later. Furthermore, they are not easy of intro- 
duction; and if they slip from their assigned position, they 
are not only difficult to remove, but may be in some 
instances positively dangerous ; and will prove as trouble- 
some: as any extra-uterine pessary. Other intra-uterine 
stems have been invented, having a simple diaphragm at 
the end, but the majority are far too large to admit of 
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facile introduction, and are not sufficiently firm. After 
much thought, and a few failures, I have devised an intra- 
uterine stem which is, I think, a step further in the right 
direction. The prominent idea in my mind was to have 
the stem sufficiently strong to support the uterus without 
fear of breaking, yet to present the smallest superficies to 
its internal surface. Then to have a flexible base for the 
stem to rest upon, which should be easy of introduction, 
yet unable to fall out. 

I therefore had made by the Liverpool Rubber Company* 
the intra-uterine stem which is figured below. It consists of 
















































































































































































a stem of vulcanite about 2 inches in length (the full length 
of the uterine canal being purposely avoided), and a little 
over 4 inch in diameter. This is let into an oblong piece of 
vulcanised india-rubber 24 inches long by ? inch broad and 
# inch in thickness. It is introduced in the following 
manner :—The two ends of the rubber are bent downwards 
until they meet, they are then grasped by an ordinary 
sponge-holder at an angle corresponding with the direction 
De tie. axis of the uterine cavity; The patient being 
in the ordinary obstetrical position, the uterus is now 
replaced in its normal position, and the forefinger of the 


* Vauxhall Road, Liverpool, from whom they can be obtained. 
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left hand is placed over the os to serve asa guide. The 
perineum being pressed backward, the stem is then passed 
upwards and guided into the uterine canal, and the forceps 
withdrawn ; with a little manipulation the long axis of the 
rubber is placed transversely in the vagina, and the stem is — 
then in the position it is meant to occupy. If we now tell 
our patient to strain downwards with all her force, we shall 
find that the rubber assumes somewhat the form of an 
inverted arch, but so soon as the strain is removed, it 
returns again to its normal position. Vo expulsive efforts on 
the part of the patient can force it away. In some instances 
it will be found that no sooner is the uterus replaced than it © 
relapses to its abnormal position before the stem can be 
introduced. If it cannot be retained by the middle finger — 
of the left hand, and the stem then introduced, it will be 

better to allow the patient to wear a well-fitting Hodges’ 
pessary—or some modification of it—for a few days, when 
all difficulty will have been removed. Again, it will occa- 
sionally be found that the rubber will leave the transverse 
position for the antero-posterior; this will happen if the 
rubber be rather too large, and can be remedied by reducing 
it in size,and rounding the /ower corners, instead of allowing 
them to have an angle. Yet even in this position I have ~ 
not found the uterus deviate from its normal axis. At first 
there is a somewhat unpleasant smell from the rubber, but 
this invariably passes away in a few days. Of course, like — 
all other mechanical contrivances, this particular intra- 
uterine stem will not suit every case; some modification - 
will be required to meet special ones. For instance, the 
length of the rubber must depend on the size of the vagina; 
it may be necessary to make it smaller, or, in some extreme 
cases, even longer, also its strength may require to be modi- 
fied, or otherwise. In those cases where displacement is 
co-existent with subinvolution, a somewhat longer and 
larger stem may be found more advantageous; but, as a 
rule, the size given wili be found to suit the average of cases. 
Again, if it should be found necessary to somewhat antevert 
the uterus, the rubber should be nearly half as broad again, 
the stem placed two-thirds backwards, and the anterior — 
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portion of the rubber well rounded, so as to form a segment 
of a circle. When introduced, this will lie nearly above the 
pubis, and throw the uterus well forward. 

An intra-uterine stem, to suit special cases, can easily be 
made in a few minutes by taking the ordinary vulcanite stem 
and filing a groove close to the button, which should corre- 
spond in width with the thickness of the rubber to be used. 
The rubber should then be cut to the required size, and a 
hole punched, slightly smaller in diameter than the thick- 
ness of the neck of the stem. It should now be passed 
over the point of the stem and pressed down to the groove, 
when it will be found to fairly retain the stem in its erasp. 
All the edges of the rubber should be fied with a fine file, 
otherwise they will easily cut the mucous membrane. Such 
an instrument will not be quite so easy of introduction, by 
reason of the button being much larger; moreover, in time 
the stem will slip from the rubber, but it will answer all 
temporary purposes—indeed, my first stems were all made 
on this pattern, 

AA few words concerning the use of intra-uterine stems 
generally may not be inapplicable. 

It is not every uterus that will allow, with impunity, me- 
chanical interference with its interior. If the mere passage 
of the sound will not infrequently cause acute pain, nausea, 
Or in some instances even fainting, it is hardly to be expected 
that the permanent abode of a stem would be tolerated. In 
one instance acute uterine spasm followed its introduction, 
but subsided after the stem was well smeared with strong 
belladonna ointment. No intra-uterine support should ever 
be used when inflammatory action exists, or if even there is 
the slightest disposition to metritis. To introduce a stem 
under these circumstances is to absolutely court the most 
serious of disasters. Neither should it be introduced to 
rectify displacements so long as inflammatory products around 
the uterus remain unabsorbed. A preliminary course of 
treatment by the use of the glycerine tampon will never be 
out of place, as there nearly always exists a congested condi- 
tion of the uterus, the result of its displacement, and this is 
best relieved by well-adjusted glycerine tampons. The 
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best ¢zime for the introduction of a stem is about ten days 
after the cessation of the menstrual flux: for by that 
time all the effects of menstruation have generally passed 
away, and the uterus will be more tolerant of interference. 


The presence of a stemin the uterine cavity more frequently 


than otherwise gives rise to some little feeling of discomfort, 
indeed it would be strange if it did not, but this subsides in 
the course of two or three days, and if nothing beyond this 
is experienced, no danger need be apprehended ; but if the 
slightest symptoms of metritis appear, it should be removed © 
without any delay. It is most undesirable, however, that the 
patient should pass from under the observation of her medical 
attendant until the uterus has proved itself tolerant of its 
foreign resident ; for it should be carefully borne in mind 
that until this has been satisfactorily established there is 
always danger of metritis being excited from slight causes. 
To introduce an intra-uterine stem and coincidently allow 
the patient to pass from under supervision would be unjusti- 
fable, if not criminal. An examination should be made 
after a short interval to ascertain that the instrument retains 
its normal position. If this is found to be so, and the uterus 
is perfectly tolerant of its presence, it may be left there, and 
only occasionally removed to see that all is still going on well. 

Some coloured discharge frequently follows the wearing of 
any intra-uterine support, but this subsides in the course of 
a few days. Also there is, with some persons, a considerable 
increase of menstrual discharge at the following epoch, and is 
what might logically be expected. 

One of the advantages of the intra-uterine stem advocated 
above, is, that it presents no bar to the free syringing of the 
vagina, and does not become displaced thereby. All pessaries 
and internal uterine instruments tend to retain secretions on 
their superficies, especially during the menstrual discharges, 
which, decomposing, are provocative of mischief and discom- 
fort. Hence the advisability of daily syringing during the 
continuance of the menstrual flow, and occasionally during 
the intervals of its appearance.. In conclusion, I would 
observe that in a well-planned easily adjustable intra-uterine 
stem we have an instrument in our hands for the cure of 
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uterine versions and flexions far superior to any vaginal 
pessary, but whilst it is potent for good, like the extra- 
uterine appliance, it is equally or rather more potent for evil 
if used without discretion, and the evil results are more 
rapidly developed and of a more dangerous character. If it 
is well retained, it is more effective, less dangerous —indeed, 
free from danger—and for obvious reasons is more preferable 
to the patient herself, than any vaginal pessary yet invented, 
and can be worn for an indefinite length of time, if it is 
desirable, the patient being practically unaware of its pre- 
sence; whilst the best that can be said of extra-uterine 
pessaries is, that if well-fitting, they may be retained for a 
few weeks without misadventure, whilst they are con- 
stantly liable to displacement, and are frequently not wholly 
comfortable to the patient. 





ON THE UNITY OF POISON IN SCARLATINA, 
PUERPERAL FEVER, TYPHOID, DIPHTHERIA, 
ERYSIPELAS, &c. &c. 


By Dr. G. DE GORREQUER GRIFFITH, 


Senior Physician to the Hospital for Women and Children, Vincent oquare ; 
Consulting Physician Accoucheur to St. Saviour’s Maternity. 


(Continued from p. 232.) 


I WILL now advert to the “leader”? in the British Medical 
Fournal, May 24th, 1879, p. 785, and, on the extracts I 
cull, will make some running commentaries. 

“The conclusions of the Committee are that membranous 
inflammation confined to, or chiefly affecting, the larynx and 
trachea, may arise from a variety of causes: from the 
aiphtheritic contagion by means of foul water or foul air, or 
other agents, such as are commonly concerned in the generation 
or transmission of zymotic disease ; from measles, scarlatina, 
or typhoid!” Here are grouped in their natural history of 
origin and transmission, some of the very affections set at 
the head of this Paper; and it is certain that diphtheria 
does occur 7 the course of (£ would rather say, than “ from”) 
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measles, scarlatina, typhoid, showing that there is a 


unity of poison, a difference in its manifestations—not a 
duality of acute poisons existing in the same person at the 


same time. The manner of grouping, as in this “leader,” — 


is a proof in favour of the doctrines of this Paper. 


Bretonneau, Sir W. Jenner, Dr. Semple, to support 
their view—the identity of membranous croup and diph- — 


theria—-have appealed for judgment to what they hold to 


be fact, “that cases diagnosed as one have propagated the ~ 


other.” Throughout these Papers I have appealed to this same 
wnterchange and intercommunicability for judgment in favour 
of unity of poison, &c., and I am strengthened by finding 
these eminent authorities adopting the same line of argu- 
ment. If, in the case of these two affections, we say I 


appeal unto Cesar; why shall we not of all the others at _ 


the head of this Paper say, unto Czesar shall we also go? 

The writer in the British Medical Fournal continues: 
“What is diphtheria? Jf it be a distinct and well-defined 
specific disease” are the words of the Report of Committee, 
“evidently implying a doubt upon the point ; and xo one who 
has studied the clinical history of diphtheria can avoid grave 
doubts as toits SPECIFICITY. It is admitted that diphtheria 
occurs after scarlatina, measles, in some epidemics of 
typhoid, after erysipelas, after the inhalation of sewer 
gas, &c. What have all these conditions in common that they 
should each and all be liable to be grafted into diphtheria ?” 
Or rather, I would say, diphtheria be grafted into them each 
and all? I would make answer—unity of poison, &c. 


“Dr. Johnson evades the difficulty,” continues the same — 


writer, “by saying, that in such cases we have two distinct 
specific diseases attacking the same individual at the same 
time.” With the reviewer, I would ask—‘“ What evidence 
is there for this? From. the acknowledged rarity with 
which any two specific (?) diseases, exclusive of diphtheria, 
occur in the same individual at the same time, or within a 
short period of one another, we should hold the contrary 


view. Such an occurrence, if frequent, is a very strong 


point against alleged specificity.” 
“Mr. Hutchinson ably argued, that many diseases are con- 
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tagious which are not specific. .... Had we space, this could 
be amply illustrated in accordance with the modern doctrines 
of infective inflammations, and their tendency to progressive 
intensity under cultivation”’—doctrines which will bear out 
unity of poison, differentiation of symptoms, &c. &c., the 
potson, in the case of zzfective local inflammation being che 
starting-point of an outbreak in a community of one or more 
of the so-called specific diseases, the poison being generated 
in the system itself, as we see in puerperal fever resulting 
from chill, or from mental disturbances, the blood being 
previously prepared for the lighting-up of such changes— 
or, as in the cases recorded, wherein erysipelas set in after 
an injury from the bruising resulting from a fall, or a kick ; 
or, wherein scarlatina rash, and other symptoms of scarlatina, 
arose from the same causes, or from a burn, as in Surgeon- 
Major Ffolliott’s case already quoted ; or from that irritating 
discharge, following on operations—the poison, which, when 
generated, produces certain symptoms, or series of symptoms, 
in the person first affected, but which, with the tendency to 
“progressive intensity under cultivation,” that is—long con- 
tinuance and favourable circumstances—becomes more and 
more virulent, axzd produces symptoms different altogether 
from the original form ; facts, to which reference has already 
been made, and which have been previously explained. 

Dr. Bowles (British Medical Fournal, April 5th, 1879, 
p. 503), on “some varieties of sore throat,” says: “Lately a 
friend of mine at a distance pronounced a case one of 
‘inflammatory sore throat: a few days later, the same case 
came under my notice as ‘guiusy. On another occasion, 
my friend saw a case of what he again called ‘ inflammatory 
sore throat, which this time turned out to be what is com- 
monly named an ‘zdcerated throat’ of the diphtheritie kind. 
For these reasons, and from the fact of finding many of my 
medical friends in the same state of confusion as Iam myself, 
I relate the following cases somewhat minutely, as they are 
good types of two forms of ‘sore throat.’ 

“ Case I—A lady went to bed feeling indisposed ; she had 
a bad night from fever, headache, pains in the limbs and sore 
throat. In the morning she was very ill, and I found a 
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aeposit, looking already ‘ike a large loose slough, on each tonsil. 
The tonsils were somewhat enlarged, of a very deep red 
colour, soft looking, with loose folds of tumid and cedematous 
mucous membrane. The next day, in the evening, the slough 
had gone, and the tonsils looked ulcerated ; but, in consequence 
of the folds of mucous membrane, it was not possible for me 
to be absolutely certain on this point. The illness lasted 
three days, and left her very weak. The husband had suffered 
from a precisely similar throat, four or five days previously, — 
and a maid and a sister some days before them. The 
gentleman and lady had been visiting where the sister and 
maid had just suffered, and where there were dad smells in 
consequence of the frost having stopped the water-supply. 
“Case II.—On February 6th I was called to see my boy 
at school in Folkestone, He had passed a very bad night, 
with soreness and dryness of the throat ; and was now suf- 
fering from weakness, and a dry, husky throat, such as is 
found at the commencement of laryngitis. He had gone to 
bed the preceding night, as far as he knew, perfectly well, 
and wholly unconscious of approaching illness. I found the — 
lymphatic glands of the neck much swollen and tender, with 
general infiltration of the cellular tissue; the tonsils were 
enlarged, of a pinkish-red colour, smooth and dense-looking ; 
whilst from twelve to twenty white spots were dotted about 
at pretty even distances upon their surfaces. These spots — 
were elevated like commencing small-pox pimples, and were — 
evidently covered by the thin, transparent, almost unaltered 
mucous membrane. One or two of the spots appeared to be 
exuding their contents ; the soft palate and uvula were tumid 
and inflamed. The boy looked white, with glassy eyes, and 
felt evidently very ill; his pulse was quick, and skin dry. 
He was conveyed home, and a dose of castor-oil was given ; 
and subsequently, at intervals, doses of liquor ammoniz ace- 
tatis and tinctura aconiti were administered. In the evening 
he was somewhat excited in manner, and had a great crav- 
ing for food. Temperature 1012. 
“February 7th—He had passed another most uncomfort- 
able night. Pulse 108; temperature 101°. The neck was 
still as swollen, and the tonsils were Sette altered, except 
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that many of the white spots upon them were now open, and 
they looked somewhat larger (from the size of a large pin’s- 
head to that of a grain of linseed). It was necessary to 
repeat the castor-oil, after which the boy felt very sick, and 
would take nothing all day—partly from nausea produced by 
the oil, partly from feeling so much soreness of throat. He 
had two very foul evacuations after the oil had been given ; 
and at night, although he felt no better, his throat inside 
was rather of a paler hue; some of the spots had gone, but 
others were larger ; the lymphatic glands were more tender, 
Pulse 116; temperature 10274. 

“On February 8th, although he had had a very wretched 
night, with short snoring sleeps, and throat distress, feverish 
restlessness, and headache, the pulse had gone down to 100, 
and temperature 100°8. The cellular tissue of the neck 
was less distended, but the glands were very sore and tender; 
the spots inside were larger, and tending to coalesce ; and at 
the bottom, close to the root of the tongue, were fio mem- 
branous patches, nearly as large as a threepenny-piece. From 
a yery careful inspection, I formed the opinion that these 
patches were coalesced follicular deposits, flattened out by 
the pressure of the base of the tongue. He had subse- 
quently a loose action of the bowels, with the passage of a 
large quantity of free bile. | 

“February 9th.—On the previous evening, he had been 
again worse, and had afterwards a trying night ; but this 
morning his temperature was only 99°, and pulse 86. The 
Sollicular deposits were fewer in number, and the larger patches 
below were breaking up; but there was a chin, transparent 
jim surrounding the uvula. His urine, which deposited 
lithates largely, was of specific gravity 1040, free from albu- 
‘Men and sugar. 

“From this time he gradually convalesced, but remained 
weak and white for a fortnight. He was isolated for eight 
days, and no other case occurred. 

“Five or six other boys in the school had troublesome colds 
about this time ; but the weather was so bad that this was 
not surprising. A week or two previously, che water-supply 
to the closets was deficient in consequence of the Jrost ; and the 


302 Ou the Unity of Potson in 


town drain had been opened a hundred yards away, but there 
gas NO PALPABLE wusanitary condition in the house.” 

Change the names, and mutatis mutandis the begin- 
ning of this case was precisely parallel with the cases 
of two children formerly reported to this Society, both of 


whom were attacked at the same time, and as suddenly ; the 


state of the throats, in both cases, could not have been 


distinguished from this one, nor from each other ; the swollen — 


cellular tissue and lymphatic glands were alike, and the 
general disturbance of the nervous system corresponded, 
These two children had been out in the country together 
one or two days previously, but lived in different houses, and 
were otherwise under different circumstances. 

“From one of these, myeldestchild took diphtheria as susie 
and in as well-marked a form, as I ever wish to see, and 
every one in the house who was allowed to enter her room, had 
milder forms of the same disease ; whereas, those in the same 
house, and otherwise under similar circumstances, who were 
not admitted into the room, were wholly unaffected ; so it 
seemed probable that it could not have been the house which 
was in fault. On the other hand, xo one in the house where 
the other child was ill suffered in any way. 

“On the same day, this last February, that my boy was 


attacked, another boy, aged eight, in a different part of the — 


town, also complained of not feeling well and of sore throat ; 


and, when I saw him two days later, he had swollen lymphatic — 


glands and swollen tonsils with follicular deposits in front, 
and some membranous-looking patches, as large as a 
sixpence, below and behind, and on the back of hes pharynx. 
Two days later, the tonsils were quite free from membrane, 
and reduced in size, but e had a sharp cold in the head, and 
subsequently cough with fine rhonchus. The case was isolated 
for ten days, and no one in the house caught the disease. 

“ Of course, a typical case of diphtheria affecting the fauces 
we should all at once recognise, and deal with, in the typical 
- fashion ; but, unfortunately, in nature, the exception to types 
are so common, that we must ever be in a frame of mind to 
believe almost anything” (any symptoms, I take it) “possible.” 


I have quoted these cases to show unity of poison pro- 
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ducing differentation of symptoms, and that what are termed 
inflammatory sore throats, quinsy, spreading quinsy, 
diphtheria in most severe form, and of mild types—may 
each and all be produced from defective drainage, and absence 
of water-closet flushing. 

I have before me a case of anold lady in whom a box- 
wood vaginal pessary had been introduced some days before 
her visit to me. 

There was very foul discharge from vagina ; tongue was 
heavily coated with yellow-white fur ; breath very offensive ; 
eyeballs congested ; skin of a jaundiced hue, hot, pungent, 
burning ; patient complaining of being cold with flushes of 
heat all over her at times; of being giddy, sick, and having 
Sore throat, on examining which it was found to be swollen, 
and as crimson as in the orthodox scarlet fever. 

Removal of pessary, washing out abraded and inflamed 
vagina, flushing away offensive discharges, clearing out the 
bowels, and at the same time giving pot. chlor. and acid 
mur. internally, soon relieved the sore throat, and all the 
Symptoms of the toxzmia, evidently traceable to the degene- 
rative processes, and offensive discharges in vagina, induced 
by the presence of the pessary. Symptoms which, if their 
cause had not been recognised, would very readily have been 
set down as “orthodox scarlatina ;” and, if they had not 
been relieved by removal of the offending pessary, would 
have gone on increasing in intensity from absorption of more 
and more poison, till—to use the parlance of the day—a 
bad case of scarlet fever or of typhoid would have been 
developed. 

At the meeting of the Metropolitan Counties Branch of 
British Medical Association, held on April 24th, during the 
discussion on “the relationship between croup and diphtheria,” 
Mr. Parker made use of. the following words, which are so 
germane to our subject, that I excerpt them from his speech : 
“ He could not see anything improbable in the edentity of 
these cases, for the links of communication were obvious and 
plentiful. Contagion is as a grain of seed ; 2seeds ditter,.in 
their vitality ; and soil varies in its power of growing seeds ; 
these differences in seed and soil—the nature of contagion and 


304 On the Unity of Potson in 


of patient’s constitution—could account for all the apparent 
differences between individual cases, differences which had origt- 
nally led to the idea of there being two separate diseases.” 

If we apply these words to the subject-matter in my Paper, 
how forcibly they endorse the doctrine therein advocated ! | 

Dr, Dowse, on the same occasion, said: “I feel sure that, 
at no distant date, it will be found that diphtheria is of 
zymotic origin ; and that che poison and germs which give 
rise to it, ave allied to, 1f not wdentical with, those which 
engender scarlet fever.’ And ina letter to me, Dr. Dowse 
writes: “I hold your views are more or less true.” 

Dr. Henry Kennedy, of Dublin, writes to mein a letter 
bearing on the entire subject : “ For very many years I have 
held with Stokes that typhus and typhoid fevers ave the result 
of a common poison ;’ and Dr. Grimshaw, of Dublin, also in a~ 
letter to me, calls my attention to a case published by him in 
the Dublin Medical Fournal, vol. \xii. p. 350 (October, 1876), 
in which scarlatina (?) jaundice and rheumatism (?) occurred — 
after confinement.” How like to cases of what are termed 
puerperal fever! I should say the case was one of “toxamic 
scarlatina” supervening at and dependent upon parturiency. 
The coincident jaundice reminds me of the cases referred to 
by Dr. Richardson in his speech upon “The relation of 
puerperal fever to the infective fevers.” 

Dr. Braxton Hicks writes to me: “Your letter refers to 
certain appearances” (this was in 1875, when I had only first 
commenced my investigations), “which make one consider 
how far the analysis of the zymotics has proceeded, and 
whether to assist our understanding we should not now, 
keeping the typical forms in full view, commence to learn 
something from synthesis. Doubtless there is much to be 
done by looking this aspect over: it is out of these that the © 
best means of knowing the essence will be found.” 

In reference to Mr. Hutchinson’s remarks in the discussion 
won croup and diphtheria, the Wedical Press says: “The most 
valuable part of his (Mr. Hutchinson’s) speech was where he 
threw out the suggestion that the diphtheritic false membrane 
may arise from ordinary causes of inflammation, and that it — 
becomes itself contagious—‘ It was a_ specialised local 
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inflammation, producing various constitutional effects. The 
only grounds on which diphtheria was assumed to be a specific 
fever were its contagiousness, the albuminuria, the peculiar 
membranous exudation, and the supervention of paralysis. 
But, he submitted, many diseases were contagious which 
were not specific forms of disease, in which a special seed 
may be assumed to grow in the blood.’ We must confess, 
that were it proved and generally admitted,” continues the 
writer in the Medical Press, “that diphtheria was nothing 
more than a specialised local inflammation, most of the 
arguments in favour of croup and diphtheria being distinct 
diseases would fall to the ground, Fewthere are who would 
think of placing diphtheria among the local inflammations, any 
more than they would consent to place it, with Virchow, in the 
same category as hospital gangrene. The evidence in favour 
of diphtheria being a general and not a mere local affection, 
will be acknowledged by most practitioners to be very con- 
clusive.” But a local affection may become a general 
disease. To this fact Sir William Gull alluded in his speech, 
recalling to the minds of his auditors that he had given 
utterance to the same views twenty years ago. And, more- 
over, take for instance the case of a puerperal patient, 
suffering from autogenetic poisoning. She is poisoned 
locally first 7 utero et vagina ; then generally or constitu- 
tionally, that is, throughout her entire system, the virus per- 
Meating her whole body. She will become a nucleus of 
infection, all the infective processes being set loose and at 
tapid work. Upon this I have dwelt in my former Paper. 
Or, again, take erysipelas! A man gets a knock, or blow; 
or falls and hurts his elbow, not even abrasion being pro- 
duced ; or another man gives himself a wound the size of the 
finest needle-point ; erysipelas sets in. He attends a lying-in 
woman; she contracts “puerperal fever ;’ her infant gets 
erysipelas, or erysipelas and purulent ophthalmia, or peritonitis; 
or all three ; the husband being seized with one or other, or 
more than one, in more or less acuteness and virulence ; the 
nurse may get some one, or all; or may be attacked with 
foul breath, diarrhoea, sore throat, with or without sickness ; 
later on another attendant, who empties the slops and washes 
No. LXXVII—VoL. VII. ¥ 
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out the utensils, or she who washes the soiled linen, gets 
diphtheria ; while another will show symptoms of scarlatina or 
of typhoid—all having the one starting-point, the erysipelas 
from the accident, and all being developed from it—the 
original virus gathering force, intensity and malignancy, as 
it passes from one to another (though at the same time 
milder cases of all the “ affections” may be concurrent in the 
circles wherein the affected persons move), till it seems to 
have attained its maximum of force, intensity and malig-. 
nancy, and finally gives origin from its protean character to 
epidemics of more than one series of symptoms, epidemics 
of—to speak in the fashion of the day—diphtheria, and various 
forms of sore throat, of erysipelas, of scarlet fever, of puer- 
peral, and typhoid, &c. &c. 

This is no fanciful picture, no mere phantasy, buta drawing — 
from nature and true to it ; a reality and truth—which can be 
attested by those having large experience—which has been ~ 
proved by patient investigation and careful observation, and 
can be corroborated by any future researches. 

The law of unity and differentiation, &c. &c., is well 
illustrated in the classification of septicemia, made by the 
Committee appointed by the Pathological Society to investi- — 
gate pyzmia, septicaemia, and purulent infection : that classi- — 
fication is—‘“septic intoxication,” and “septic infection.” 
By the former is meant those cases in which death rapidly 
supervened after introduction of the poison, owing to the — 
amount absorbed or introduced being overwhelming in quan- 
tity ; or to the eliminative or excretory power of the reci- 
pient being low, whereby the virus is allowed to accumulate 
rapidly (and, it may be, germinate also), and thus produce a 
speedily fatal issue. This is shown in sudden, or quick, 
deaths when cholera and scarlatina symptoms are prevailing 
epidemically: the same I have found in connection with 
typhoid ; and to the reader will arise many similar instances 
in which puerperal fever has stricken down its victim quickly 
or suddenly. In the cases belonging to the second class, 
that is, to “septic infection,” the same poison does not kill, 
but manifests other and varied symptoms of its presence, 
“There is a true infective process, The poison, when ab- 
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sorbed, multiplied in the organism; and the blood of the 
animal, so infected, had by inoculation started a similar con- 
dition in another animal. The effects of the poison were not 
proportionate to the dose. The 12 7 cases cited were 
divided into ezght groups dependent upon the diverse mani- 
festations of the working of the one poison. (British Medical 
Fournal, pp. 817—18, May 31st, 18 79.) 

In connection with the plague, Professor Bolkin, in his 
address to the College of Physicians, St. Petersburg (British 
Medical Fournal, March 15, 18 79), said, during the present 
year different forms of typhoid seemed to take a very different 
course from what used to be found the typical course, 
especially as far as regards the eruption on the skin. The 
latter used to appear in the form of roseola, which 
gradually grew paler, and then vanished ; but now ¢hey meet 
with a mixture of roseola and petechial Spots such as generally 
are observed in recurrent fever. We had of late had the 
Opportunity of observing a case of abdominal typhus with 
considerable swelling of the inguinal Lymphatic glands, the 
latter being very tender to pressure, It was true, the 
patient was a woman, so that there might be some doubts 
entertained as to whether this were not a case of hysteria ; 
but he preferred to explain it as belonging to the class of 
affections which he had mentioned as being caused by the 
INFLUENCE OF THE INFECTION on places where it could 
not develop any further. 

These words also go far to prove unity of poison; 
differentiation of symptoms due to the causes mentioned 
throughout my Papers, 


(Zo be continued.) 
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The Student's Guide to the Practice of Midwifery. By | 
D. Lloyd Roberts, M.D., F.R.C.P. Second Edition. J. 
and, A. Churchill: , 1876." Pp, 24c. 


THE: popularity of the “Student’s Guide Series” in general, 
and of Dr. Roberts’s volume in particular, is illustrated by 
the appearance of a second edition, after the lapse of only 
three years, the former one having been already for some 
time exhausted. The present edition shows the fruits of 
the considerable time spent in its preparation, and has been 
very thoroughly revised, some chapters having been entirely 
re-written. As the book now appears, it forms, for its size, — 
a remarkably complete compendium of the subject, and can 
hardly be surpassed in the simplicity and clearness of. its 
explanations. The size of the book has been enlarged by 
47 pages, and the number of engravings has been increased 
from 95 to 111. Several of the latter are. illustrations of 
important specimens in morbid anatomy, such as malforma- 
tion of the uterus, extra-uterine foetation, sacral exostoses, 
and pelvic tumours obstructing labour. 

Among the sections now introduced for the first time are — 
included many subjects of great importance, which have 
first come under notice, or have been illustrated by new ~ 
evidence, since the date. of the first edition. In the earlier 
chapters we find notices of the researches of Foulis on the 
development and structure of the ovaries, and of J. Williams 
on the changes of the uterine mucous membrane in men- 
struation. The paragraph, however, is retained expressing a 
favourable opinion of the theory that permanent openings 
exist between the capillaries and the utricular glands, and 
that these are the source of the menstrual blood, a view 
which most authorities would regard as now exploded. To 
the chapter on development is added a useful and concise 
summary of the distinctive marks of the foetus at the 
successive months of intra-uterine life. | 

The chapter on the mechanism of normal labour has 
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received a few corrections, and is certainly very superior in 
point of simplicity and lucidity to the description of the 
subject in several standard works on obstetrics of much 
greater size. In describing the mechanism of the movement 
of rotation, however, the author appears to reject the views 
which have been justly maintained by most German authors, 
as regards the important influence to be ascribed to the 
pressure of the maternal soft parts. He takes into account 
only the two inclined planes, the one formed by the front 
of the ischial spinous process and the obturator muscle, 
the other by the sacro-sciatic ligaments on the opposite 
side of the pelvis. It follows that no mechanical explanation 
at all is given of the more considerable rotation which 
normally takes place in occipito-posterior, converting them 
into occipito-anterior positions: since the two inclined planes 
above-mentioned, acting for themselves, would tend to pre- 
vent and not to promote such a rotation. The author 
does indeed quite correctly point out the significance, in 
occipito-posterior positions, of an adequate flexion of the 
foetal head having taken place or otherwise, but does not 
enter upon the mechanical explanation of this significance. 

From reading the chapter on placenta previa, we are dis- 
posed to form the conclusion that the author, notwithstand- 
ing the lucid expositions of Dr. Matthews Duncan, still holds 
the erroneous view that the placenta is attached to the 
mucous membrane of the cervix, instead of merely to the 
lower part of the body of the uterus, where it may overlap 
the, at first, undilated internal os. Thus he describes the 
bleeding which often takes place prior to the commencement 
of labour as caused by the “developmental expansion of the 
cervix, he retains a figure of the varieties of placental 
‘attachment, “after Barnes,’ and has introduced a new one 
illustrating entire, or central, placenta previa, both of which 
would be likely to lead the student to imagine the placenta 
to be attached within the cervix, although neither depicts at 
all clearly the condition of the cervix itself; or the position 
of the internal os. 

Amongst other valuable additions now made are sections 
on the use of electric pressure for the reduction of the retro- 
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verted gravid uterus,on the immediate andcomplete evacuation 
of the uterus after abortion, on the medico-legal signs of 
recent parturition,on mammary abscess,on the use of hot water 
injections for the arrest of hemorrhage, and of subcutaneous 
injections of ether in the collapse following post-partum 
hemorrhage, and finally of the application of laparo- 
elytrotomy as an alternative for Cesarian section. In de- 
scribing the operation of gastrotomy in extra-uterine foetation 
we are glad to see that the author, who in his former edition 
was still disposed to advise the extraction of the placenta, 
gives in his adhesion to the doctrine now generally accepted, 
that it should be left alone, and records a recent successful 
case of his own, in which this plan of treatment was adopted. 
The only omission of moment which we notice is that no men- 
tion is made of what may be called puerperal hysterectomy, or 
the completion of Czesarian action by the extirpation of uterus 
and ovaries, according to the method of Porro, in cases of 
pelvic obstruction. From the limited experience yet obtained 
in Italy and Germany of this operation, it would seem possible 
that it may prove destined to supersede, in most cases, the 
ordinary method of performing Czsarian section. 
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Adjourned Discussion on the Use of the Forceps, and its Alternatives 
wn Lingering Labour. 

Dr. Roper.—In considering the question of the frequent use of 
the forceps, as now before the Society, it is important to confine 
our observations to natural labour, to the exclusion of every 
kind of complex labour. But as we hardly ever use forceps 
in a perfectly natural labour—that is, a labour free from all factors 
of difficulty, we must have some indications of slight difficulty for 
which it is justifiable or desirable, if not absolutely necessary, that 
forceps should be used. In what I have to say, I will speak—first, 
from observation, from clinical experience; and, secondly, I will 
make some statistical remarks. The labours to which I have been 
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called to use forceps have been of two kinds; but my obser- 
vations for the present have reference to the second stage of labour 
only. The first kind of labour to which I wish to call attention is a 
lingering, feeble labour, mostly occurring in women who have had 
many children, in whom the uterine force is very feeble from the 
beginning to the end of labour. The pains are very slight, and occur 
only at long intervals, and the labour is protracted simply through 
uterine atony. The soft parts are very lax, and offer but little or no 
resistance ; the child’s head lies loosely in the pelvic cavity, and can 
easily be moved about in any direction ; there is no pressure on the 
maternal soft parts, and no constant contraction of the uterus to arrest 
the foetal circulation. Such a labour, however long it may last, will 
almost always terminate naturally by expectancy. It mayseem to the 
patient, her friends and attendants, that delivery is desirable; yet 
certainly it can but rarely be absolutely necessary. If in such a case 
we decide to deliver with forceps, I have never regarded it as good 
practice to do so without using ergotine by subcutaneous injection. 
Frequently, however, the manipulation which is necessary in applying 
forceps will stimulate both the uterus and the reflex and voluntary 
expulsive efforts of the patient. I do not trust to ergot alone as an 
alternative to forceps ; but I use it as an adjuvant. Although ergot 
generally stimulates the uterus to increased action, it does not always 
succeed in expelling the child. The uterus under the influence of 
ergot seems at times to contract on the child, and thus by its con- 
tinuous tonic action will speedily destroy the life of the child if it be 
not quickly liberated from this vice-like pressure. When its influence 
is expulsive I would give it a chance of effecting delivery ; but I would 
not wait longer than ten minutes after the uterus had become ergotised 
before applying forceps. If there be any efficacy in pressure on the 
fundus uteri to expel the child, this is the kind of case in which it 
ought to be useful ; but I place no reliance on it as an operation Per Se. 
I believe we cannot thus squeeze out a ‘child as we express the 
placenta. I was glad to hear that at the last meeting of the Society 
it received the condemnation of Dr. Lombe Atthill. I have heard 
this manceuvre spoken of as “shoving” children out. We must 
bear in mind that while the process of “ shoving” children 
Out is a mere mechanical proceeding, yet the manipulation 
of the fundus uteri to effect this will frequently act as a stimulant to 
the atonic uterus, and cause it to act. In many patients with lax 
uterine tissue and a flabby state of the soft parts of the outlet, the 
child is ready to drop out without giving the patient much warning. 
The second kind of labour is of an. opposite character to that just 
described. This labour for the most part occurs in primiparous 
women who are young and robust, in whom we get a powerfully 
acting uterus, pains of a forcibly expulsive kind occurring frequently, 
and the expulsion of the foetus being resisted by rigidity or tonicity 
of the soft parts of the outlet. In such a case we see the head 
forcibly thrust down with each pain on the soft parts of the floor of 
the pelvis, distending the perineum to the thinness of parchment, 
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and yet it does not come through. On cessation of the pain the 
head retreats quite back into the pelvic cavity, all tension is relieved, 
the maternal soft parts are freed from pressure, and the placental 
circulation is restored during the interval between the pains. Very 


many pains may occur, and a long time elapse before the head is 


protruded ; but, so long as the uterus continues to act thus forcibly 
and rhythmically, the use of the forceps is contra-indicated. Nature 
seems to be admirably using a force little by little; the progress of 
the head is very slow, but is nevertheless certainly going on. During 
all this time, two conditions are being brought about which facilitate 


-delivery—namely, relaxation of the rigid soft parts, and moulding of 


the foetal head. If a greater force were applied at one time, as in 
delivery by forceps, severe stretching, bruising, and tearing might 
reasonably be expected. It may, however, happen that the 
powerfully-acting uterus in the end is unable to overcome 
the rigidity of the soft parts of the outlet. We are warned of 
this approaching failure by the pains becoming less forcible, and 
occurring at longer intervals; there is less movement or progress 
of the head with each pain; the uterus, as felt through the 
abdominal wall, is becoming persistently hard from tonic con- 
traction; on making a vaginal examination, the head will be 
found immovably arrested or impacted; the labour finally has 
come to a standstill. This is a state of things which experience ought 
to teach us to anticipate. We ought not to allow protracted laborious 
labour to run on to a state of dead-lock ; sound judgment directs us 
to supplement the failing powers of nature by the timely use of the 
forceps before the break-down takes place. The highest degree of 
refinement of judgment will here manifest itself in directing us 
when we should use forceps, and the same refined judgment will 
admonish us when we ought not to use them. I not unfrequently 
hear of perineums being ruptured through into the rectum by the 


premature use ¢f the forceps—misfortunes which, I believe, would — 


not have occurred if the cases had been left to expectancy. The 
two casts exhibited represent in the one case a large round head born 
in a feeble lingering labour, the mother having had fifteen children at 
full term. Ergot was given in the second stage of labour, which 
severely ergotised the uterus, and the child was not expelled till after 
it had been squeezed to death. The second one represents the 
head of a child extremely moulded, having been left for a long time 
in a laborious first labour, so long as to be fatal to the child, delivered 
by forceps. Doubtless, the timely use of the forceps would have 
saved the lives of both these children. One child lost its life by 
ergot, the other by expectancy too long continued. I will now speak 
of the application of forceps in the first stage of labour—that is, in 
a labour where the factor of difficulty is a tedious, lingering dilatation 
of the os uteri, accompanied by pressure on it of the bag of mem- 
branes, or of the presenting head itself when the liquor amnil 
is discharged. It is alleged that pressure of the head on the 


os uteri, especially after the escape of the liquor amnii, is a — 


a 
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source of danger to the life of the child, and productive of serious 
consequences to the maternal structures, if not to the life of the 
mother ; and therefore, to avoid these dangers, it is desirable, if not 
absolutely necessary, to effect delivery with forceps even where the os 
uteri is only two-fifths, three-fifths, and four-fifths dilated. The exist- 
ence of such dangers during the first stage of labour has not been 
observed in my own experience. I have never seen a single case of 
death of either child or mother, nor damage to the maternal struc- 
tures, from a protracted first stage of labour. Iam, of course, speaking of 
labours which are otherwise natural excepting a rigid state of the os 
uteri. I would here observe that by rigidity of the os uteri is meant that 
condition of structure which consists in mere physiological rigidity, 
such as we get in the tonicity of the soft parts of young, robust 
primipare. All structural diseases of the os being excluded, we 
must also omit that very rare form of difficulty, trismus of the uterus. 
We must also take great care to omit all other causes which really 
beiong to the domain of complex labour. Let us, then, take a simple 
case of rigid or slowly dilating os uteri, such as we most commonly 
see in first labours—say two-fifths dilated. Let the membranes be 
ruptured, and then we have the head itself pressing on the os with 
each pain, and receding from it when the pain ceases. The discharge 
of the liquor amnii will necessarily cause the first stage of labour to 
be protracted, and somewhat more painful than when the membranes 
are entire ; every practitioner of experience will be prepared for this 
as a natural consequence. But in such a case there is no continuous 
pressure. The uterus does not, in the first stage of labour, take on 
a persistent contraction, as it does when exhausted after a prolonged 
laborious labour in the second stage. No impaction of the head can 
happen in connection with the first stage of labour. I am now 
speaking of a case where the head is above the brim at the com- 
mencement of the first stage of labour. When the head is pressed 
down on the os, this is gradually expanded, the long axis of the 
uterus is shortened, and as the os is drawn up over the head, the 
head is forced through the brim down into the cavity of the pelvis. 
If the whole pelvis be normally formed, the head will always be 
driven down on the os; if, however, the head does not descend on 
the os, but lodges on the brim during a pain, then we must seek for 
some disproportion or other cause of complex labour. I think it of 
the highest importance to keep up a wide distinction between a head 
above the brim which does not come down because it is obstructed ; 
in the one case by the brim itself—a bony obstruction—and in the 
other by the rigid os and lower segment of the uterus. By the time 
the first stage of labour is completed in a perfectly natural labour, 
we may take it as a certain rule that the head will be down in the 
cavity of the pelvis. If, when the os is nearly fully dilated, the head 
remains above the brim, we may reasonably expect some complex 
form of labour, probably a conjugate contracted in a small 
degree. If we elect to apply forceps because the head which 1s 
pressing on the os does not speedily or readily dilate it, it seems to 
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me that we are not simply assisting labour, but that we are really 
anticipating it, converting a physiological process into a mere mecha- 
nical proceeding. It is actually a forced kind of delivery, such as 
we are at times obliged to have recourse to in certain complex 
labours attended with imminent danger to the life of the mother. 


In such cases IJ have frequently seen the os uteri and head dragged — 


down together, so that the rim at the os has been seen at the vulva. 
Dr. Lombe Atthill mentioned at the last meeting of the Society three 
highly instructive cases: the first showing what may be done in 
the hands of a skilful and experienced operator; the second the 
damage done, even to the destruction of the mother’s life ; and the 


third in which he desisted in his efforts to deliver through a fear of — 


lacerating the os, and the child was born naturally eight hours after 
—a triumph of expectancy. Dr. Collins, in his “ Practical Mid- 
wifery” (page 16), has made an observation which is in accordance 
with my own experience—namely, that the death of the child as a 


rule precedes injury to the maternal structures, so that whenever a | 


child by stethoscopic examination is found to be alive, we may take 
this fact as presumptive evidence of the safety of the maternal 
structures. In twelve thousand cases in the Royal Maternal Charity, 
though I have seen several cases of children still-born from pro- 
tracted labour, not one case of sloughing or even severe inflamma- 
tion of the maternal structures has occurred. It is said by some 
of those who advocate the frequent use of the forceps in the first 
stage of labour that the instrument should only be used when the 
os is dilatable ; it seems, therefore, that the forceps are employed 
in cases where no necessity exists for their use, for the head press- 
ing on a dilatable os will soon expand it. There is a class of cases 
belonging to neither feeble, lingering labour nor to the exhausted 
condition of laborious labour, such as we see in very nervous 
women, whom it is desirable to deliver by forceps. Such women 
bear their pains badly ; they are unskilful in their efforts to assist the 
uterine force by their voluntary efforts ; on the contrary, they do all 
they can to retard delivery by screwing themselves into attitudes un- 
favourable for delivery. It is good practice to place such women 
under the influence of chloroform, and deliver them with forceps, 
provided there be no contra-indications. In the prolonged first 
stage of labour, caused by rigidity of the os, when the patient is 
wearied and fatigued (not exhausted, for the term “ exhaustion” is 
here continually misused), my practice has been to give opium or 
repeated small doses of chloral, or to use the inhalation of chloro- 
form to a mild extent, with a view of procuring rest, giving, at the 
same time, easily digestible nourishment. It is also important to 
assure the surrounding friends of the safety of such a labour, though 
it will, of necessity, be protracted, and thus save the patient from 
their incessant worry and importunities that something should be 
done to deliver the patient forthwith. I will now refer to the frequent 
use of the forceps in ordinary practice, such as we know to be a 
custom of the present time. Many practitioners are in the habit of 
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taking forceps with them to every case of midwifery to which they 
are called, and whenever any delay takes place, the forceps are 
forthwith applied without the existence of any factors of difficulty. 
The instrument cannot be said to be used in such cases in the inte- 
rest of either mother or child; the best that can be said in favour 
of such practice is that it diminishes the duration of maternal suf- 
fering; and this it may do, but against this diminution of prolonged 
suffering of a slight kind we must place the intense pain of rapid 
delivery by forceps, the risks of injury, post-partum hemorrhage, 
trouble with the placenta, and the after-effects of subinvolution 
caused by not allowing the uterus to do its own work. I cannot 
help thinking that much of the gynzecological work of the present 
day results from this frequent interference with the natural functions 
of the uterus in childbirth. We must all have observed the good 
gettings-up of women who have gone through severely laborious. 
labours, probably a consequence of vigorous uterine action tend- 
ing to produce good involution. The remarks of Dr. McClin- 
tock on the question of the frequent use of the forceps in 
ordinary midwifery practice, in one of his annotations in editing 
Smellie’s works (vol. ii. p. 271) are so excellent that I cannot 
forbear quoting them. He says: “I can well understand that 
provided this powerful agent be employed by skilful hands under the 
direction of experienced heads, it may be employed at the rate of one 
in ten with perfect safety to mother and child, and with great saving 
of pain to the former and of time to the operator. But I maintain 
that more than two-thirds of the patients so delivered would have 
fared just as well had no instrumental assistance whatever been given. 
In simply tedious labours, the exact time at which the forceps may be 
advantageously interposed must depend a good deal on the operator ; 
the risk from the instrument being so much less with a good than 
with a bad operator. The former need not wait so long for a natural 
termination as the unskilful shoulddo. Moreover, we should never 
forget that the practicability of using or applying the instrument is 
totally different and distinct from the advisability of doing so.” Also, 
in speaking of the use of forceps in the first stage of labour, he says: 
“ But its employment under these circumstances is quite exceptional, 
and can only be regarded as a resource of which a skilful operator 
may avail himself in cases of extreme urgency.” I have here a record 
of 9389 cases of my own in the Eastern Division of the Royal 
Maternity Charity. I used the forceps 80 times in those 9389 cases. 
The total number of foetal deaths with forceps was 17 ; total number 
of maternal deaths with forceps, 2 ; total number of cases of cranio- 
tomy or cephalotripsy, 13 ; total number of deaths after craniotomy 
or cephalotripsy, 2; total number of still-births in total deliveries, 
300 ; total number of maternal deaths from all causes, 32. Then I 
have given the factors of difficulty in forceps cases, and gone through 
the whole of them in this way : maternal deaths with forceps ; cranio- 
tomy deaths with forceps; and soon. Then I have given maternal 
deaths from all causes in chronological order. Then I have taken 
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these 9389 cases and compared them with the practice of Dr. John- 
ston and Dr. Collins. I have done this because Dr. Johnston’s 
practice represents a high rate of mortality, Dr. Collins’s a low rate 
of mortality, and my own practice a middle rate of mortality. ‘There 
is one explanation that ought to be given of the Table with regard to 
the number of children still-born after the use of the forceps—54. 
Sixty children delivered by forceps died very soon after de- 
livery. That is an important clinical fact. If we deliver a child 
before the head has had time to mould or the maternal structures 
time to relax, we put such a pressure upon the head that, if the child 
is not still-born, it dies soon after birth. In Dr. Johnston’s 7862 
cases there were 58 cases of maternal death. This is an important 
number that I shall have to refer to again. I must make one 
observation as to the total number of still-births. The number was 
never added up during his mastership, except in the first three 
years ; and then it was found that the death-rate was about 6°10 per 
cent. ; and I have calculated the entire number of seven years at 
that rate, which would bring the total number of still-births to 468, 
Having given the numbers in each case, I will compare the rates: — 
In the total deliveries at the Rotunda Hospital under Dr. Johnston; 
the forceps were used in 1 case in 10; in my own practice in I case 
in 117 ; in Dr. Collins’s practice, at the Rotunda, 1 in 608. The rate 
of foetal deaths in forceps cases is—Dr. Johnston, Rotunda, 1 in 14; 
Dr. Roper, 7 in 4#; Dr: Collins, 2. in 3., There is-a seem 
advantage in favour of Dr. Johnston; but then we must remember 
that he used the forceps in a large number of easy cases, and 
therefore the children ought to be born alive. My own cases 
were very difficult ones, and so were Dr. Collins’s ; therefore this 
series of cases may stand for nothing. In my own 300 cases there. 
was hardly a still-birth, one being that of a syphilitic child. Then 
these children were all living children, and of vertex presentations. 

That is a process that must go on ad infinitum under such circum-_ 
stances ; but when we have a residuum of difficult cases the things 
are not comparable. As to the rate of maternal deaths, Dr. Johnston’s 
is about 1 in 13, Dr. Roper’s.1 in 40; Dr. Collins’s 1 in 6. . Dm 

Collins’s rate was, of course, large, because he allowed the women 
to drift on to difficult labour. The rate of craniotomy or cephalo- 
tripsy cases is—Dr. Johnston about 1 in 281, Dr. Collins 1 in 208, — 
Dr. Roper 1 in 722. The rate of deaths in craniotomy or cephalo- 

tripsy was not large. The next two series of cases are the most — 
important of all. First, the rate of total still-births in total deliveries. 
In estimating these cases we must take the entire number, and — 
not choose classes of cases. Dr. Johnston loses 1 child in 17, 
Dr. Roper 1 in 31, Dr. Collins 1 in 15. Now, if we take the 
60 cases that were born dead under the use of the forceps in Dr. 
Johnston’s practice, we shall find that will reduce his infantile 
mortality to pretty nearly the same rate as Dr. Collins’s. The next 
series is a very important one indeed, and I call it something 
dreadful—the rate of maternal deaths from all causes to total 
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deliveries. Dr. Johnston loses r woman in 47, Dr. Roper 1 in 293,: 
Dr. Collins 1 in too. Now, it may be said that there is an excuse for 
this amount of mortality in the practice of Dr. Johnston, who loses 
six mothers to my one, because mine is an external charity, and his is 
an internal charity. But that does not apply to Dr. Johnston’s cases 
more than to Dr. Collins’s, because they occurred in the same charity 
—the Rotunda Hospital. There is, however, this difference, that 
under the mastership of Dr. Collins, 16,000 women were delivered ; 
while in Dr. Johnston’s time only 8000 were delivered ; so that, taking 
it for granted that the building is the same, it must have been very. 
much overcrowded in Dr. Collins’s time, and not in Dr. Johnston’s. 
Moreover, Dr. Collins had an epidemic or endemic attack of puer- 
peral fever, in which he lost 58 patients, whereas Dr. Johnston had 
no such epidemic. Dr. Johnston endeavours to account for his high 
mortality, by the fact of the women going into the hospital from 
districts that were affected by zymotic diseases. But it does not 
appear that the women died of zymotic diseases. They died of the 
ordinary puerperal diseases to which women are subject. On the 
other hand, the patients of the Eastern Division of the Royal 
Maternity Charity live in the courts, alleys, and narrow streets of 
Spitalfields, Shoreditch, Whitechapel, Bethnal Green, &c., where there 
are always some of these zymotic diseases prevailing. I hardly ever 
go into a house there without finding some zymotic disease 3 and that 
is where these women are confined. I do not see, then, how we can 
Say that the rate of mortality is diminished by the use of the forceps ; 
on the contrary, I think it is much increased. The first thing that 
would strike one is, that the mortality was increased by the 
frequent use of the forceps in the first stage. But, singularly enough, 
that is not so; for in the 752 cases recorded, the death-rate was 
1 in 13; and in the 169 cases where the os uteri was two-fifths, 
three-fifths, or four-fifths dilated, there were Only; ‘on ‘deaths! oF 
I in 19; so that the deaths where the forceps were applied in the first 
Stage of labour are not so numerous as where the forceps were applied 
in the second stage. Dr. Johnston states that he never uses the 
forceps unless there is imminent danger to the mother or child, and 
that he always used them to prevent sloughing. He says, at page 13 
of his own report, that there were eight cases of sloughing of the 
perineum, and that he did not allow labour to be prolonged so far as 
to produce any of the symptoms indicative of vaginal inflammation, 
Considering it to be safer to interfere before such should appear. I 
can only say that I have attended twelve thousand cases, and I have 
fot seen acase of sloughing; and Dr. Collins, who has attended 
sixteen thousand cases, has only seen one case of sloughing. I feel 
that it is unnecessary for me to compliment Dr. Barnes on the able 
manner in which he has brought this important subject before the 
Society; nor can I conclude my remarks without expressing my 
thanks to Dr. George Johnston for the publication of his practice and 
its results, and in this I believe every Fellow of the Society will join 
me. I can, however, only regard his practice as a great experiment, 
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carried out with a view to demonstrate that the frequent use of the 
forceps tends to save both foetal and maternal life in childbirth; 
but in its results the experiment has failed to prove that it has this 
fortunate tendency. 

Dr. Braxton Hicxs.—I should not have risen to speak on this 
subject had not our 4/ma Mater called upon us individually to express 
Our opinion upon it; the more soas I have already written some 
remarks which will be found in the ‘“ Transactions of the Obstetrical 
Society” in 1867, on the condition of the uterus in obstructed labour, 
and an inquiry into what is intended by the terms “ cessation of labour 
pains,” ‘‘ powerless labour,” and ‘“ exhaustion ;” and there is alsoa 
lecture of mine published in the Aledical Times and Gazette five or six 
years ago, putting the matter more simply for the benefit of my 
students. We may look upon these matters from two points of view. 
There is first the general practitioner’s view, the view of those who 
attend upon ordinary labour cases ; and then there is the view of those 
who are not called in until after a labour has progressed for a long 
time. Ifwe look at these cases in our own particular way, we who are 
called in consultation are apt perhaps to overrate the numerical 
frequency of the severe cases, while others are perhaps a little 
inclined to underrate them. It is by bringing us together and~ 
hearing our different opinions that something like a reasonable 
conclusion can be arrived at. I think it will be the better plan to 
take the line which is indicated. in the f/réczs for our argument or 
discussion. I will first refer to other two alternatives, chloroform 
and turning. It sometimes happens, when a woman must be 
delivered, and we have no instrument at hand, that turning is 
efficacious and successful. With regard to chloroform, it will 
appear, from what I am going to say, how far it will assist and be 
a real alternative. There are two questions asked. One of these 
is, Does lingering labour occur so as to entail danger to the mother 
and child during the first stage of labour? I would simply answer, 
Yes, unquestionably. JI have seen a considerable number of women 
—more than I should like to see again—who have been sacrificed — 
because the foetus has been held zz wtero; there has been trismus in 
the uterus, and the foetus has been held in, when the woman might 
have been delivered with facility. Then is the application of the 
forceps necessary or useful before dilatation of the cervix ? Certainly, 
flow often is a matter of further consideration, but that there is a neces- 
sity sometimes cannot be doubted. Cases rise before my mind which — 
are examples of this, but I will only answer the question in the 
affirmative. If I could not have answered it in the affirmative, I 
could not have gone into the discussion of the other propositions, 
the second and the third.. I take those first because they embrace 
simpler conditions, and the others will almost be answered by the 
time I have finished the second and third. We have two pro- 
positions put into one. “In lingering labour when the head is 
above, or engaged in the pelvic brim, and when it is known that the 
pelvis is well formed, the forceps is better than its alternatives.” It 
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is impossible to discuss a question like this without going more 
specifically into the causations of lingering labour. I have been fore- 
‘Stalled by what has been said by Dr. Roper; or rather I have fore- 
stalled him, because in the publication to which I have referred you 
will see the whole thing stated. There are two typical, opposite 
conditions of labour. Before we discuss them it will be better to 
inquire what are the difficulties in the first stage of labour, and where 
they lie. ‘They are very few indeed. There is inertia of the uterus, 
and there is the over-action or trismus of the uterus, and there are 
intermediate conditions between these. Then there is spasm of the 
lower segment of the uterus almost akin to the other, and of the os 
uteri. Then we have slight obliquities of the uterus which interfere 
with the progress of the child. Then sometimes the child gets a little 
doubled up, and cannot descend; the uterus does not act upon it 
sufficiently. Sometimes we havea toughness of the membranes as a 
cause of detention. When we know what is likely to occur in the 
first stage, limited as we are to the uterus in this discussion, we can 
pretty clearly argue on the whole matter. First, we have the condition 
of the uterus as a motor power. There is a deficient action, a slow 
opening of the os uteri, long intervals (perhaps many hours) between 
the actions of the uterus; the liquor amnii may or may not be dis- 
charged ; it had better not be discharged in more prolonged cases, 
Now, as long as cases go on like that, we shall, I think, all agree that 
there is no reason forany interference. If you do interfere, you may 
have an atonic uterus after delivery, non-expulsion of the placenta, 
and perhaps post-partum heemorrhage. In these cases length of time 
is not of the smallest consequence. As I have pointed out in my 
Paper, it is important to understand that death is not likely to occur 
in a woman from simple detention in the first stage, so long as the 
pulse is not rising. The only condition in which we might make an 
exception is where the fcetus has been already dead before labour has 
set in, and the liquor amnii has escaped ; the foetus then decomposes, 
and the patient gets into a septicaemic condition, which may go on, 
without expulsive pains, to death. But that is a very rare condition. 
Of course there is the case of lesion of the uterus, but we are not per- 
mitted to discuss that now. In the cases to which J have referred we 
need not go about in fear and dread that the patient will die of exhaustion. 
I have never seen it, and do not think anybody else has. As to the 
Opposite condition of trismus, I have related the symptoms of it in my 
Paper. The uterus is tightly round the child; there is no flaccidity about 
it; there is no dulness outside the foetal shape ; the foetus is fixed, you 
cannot move it about. It is a thing to be easily made out if you are 
careful in examination, and not too much in a hurry to take your 
hand off the uterus. It is very important to recognise the first stage 
of this, because it is upon the arrival of the first stage that we are 
stimulated to act. When the uterus takes this particular form of 
action, it is very seldom that you get the foetus expelled by natural 
efforts. These cases are not so uncommon as you May suppose. 
They show themselves not so much in the first as in the second 
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stage. Itisin the second stage, I believe, that the difficulties of 
the first stage accumulate, and which might be avoided. ‘The uterus 
begins to be continuously contracted between the pains ; the pains do 
not go off, and the contraction passes into the interval. When that 
begins, the time for action has arrived. It is possible that by the 
use of a Jittle chloroform (not too much, or there will be no action 
from behind) you may ease the contraction, or you may by small 
doses of opium frequently repeated get that state of irritability to 
subside. Or you might try the milder alternative of expression. 

Certainly, as a general rule, you would not use the alternative of 
ergot. If you begin to use ergot in the early stages when the os 
uteri happens to be a little tight, and the uterus not prepared for the 
expulsion of the child’s head, you will have this irritable condition 
brought on by the action of the ergot ; and there is nothing more 

dangerous. I have been called in to numerous cases in which ergot 

has been given because the practitioner has not distinguished 

between the total inertia and this continuous contraction which is 

going on, accompanied by mild and feeble pains. As soon as the 

pains begin to run into the interval (that is the important point), 
then it is that you find the pulse begins to rise. I have watched 
these cases very carefully for a long period, and I can emphasise 
what I said in my original Paper, that I have seen no exception to 

that rule. As soon as this contraction begins to occur the pulse 
begins to go up, and you have nerve-irritation and exhaustion 
from the long continuance of the trismus condition; you have 
what is called powerless labour or exhaustion. It is not power- 
less labour; it is the contrary, it is an over-active condition. 

The uterus gradually gets into a continuous contraction until it 
becomes so hard and ngid that you cannot make the smallest 
impression upon it. I have seen cases where the uterus has been as 
tight as if it had been made of papier-maché, so solid and so 

unyielding in its contraction. That is an extreme form that will 
come on sooner or later if the woman is not delivered after the 

symptoms of powerless labour commence. It is a state of nervous 
exhaustion—Dr. Roper, I think, bears me out in that—it is not the 
crushing or bruising of the parts by the pressure of the child’s head 
that produces that condition ; it is nervous irritation and exhaustion. 

I cannot explain it, but I can say that as soon as a woman in this. 
condition is delivered, if she has not gone beyond a certain point, 

the condition begins to cease, and in a couple of hours it is all gone. | 
If there had been any bruising or sloughing, of course that would 
not occur. I have watched these cases carefully, and am perfectly — 
assured that the condition ceases very quickly after the source of 
irritation is removed. If the patient goes into the highest degree of 
trismus she will generally die; our object is to prevent that 
condition. It is important that the symptoms should be recognised 
early. Sometimes you find that the water has drained off slowly, 
the uterus gradually gets irritated, and the pains hardly begin at alta’, 
That, no doubt, is a very treacherous sort of case. As soon as the 
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condition I have referred to comes on, traction must be adopted, 
unless, by giving chloroform or small doses of laudanum, you can 
produce relaxation, and so get rid of the troubie. You may get the 
condition sometimes when the os uteri is open, and sometimes when 
it is contracted. If it is an open os uteri the condition is very 
simple : the forceps will go in readily, and draw the foetus out of 
the grip of the uterus. We can easily see that if the uterus is grip- 
ping the child it must be exposed to great danger, and the sooner we 
get it out the better for the child. Statistics or no statistics, that is 
as plain as possible. But when we get the os uteri and the lower 
part of the cervix rigidly contracted, then the difficult question 
arises how far we should interfere. Now, supposing this is not a 
case in which we have mistaken this condition for the ordinary pro- 
longed first stage of labour—which it sometimes is ; suppose that it is 
a case in which we must begin to act. Where there is a cicatrix, 
sometimes the hydrostatic bags of Dr. Barnes may be used with very 
great effect. I have sometimes seen a case which, in one labour, has 
been three days without any dilatation, and it has only taken two or 
three hours in the next to go over it with the greatest ease and 
safety. But where there is no cicatrix, and there is only spasmodic 
Nigidity of the uterus, so that it will not relax physiologically, then 
what are we to do? Some may say, Why not craniotomise? Is 
craniotomy, after all, such an easy operation under such circum- 
stances? Is it less dangerous than the forceps? I maintain that it 
is more dangerous than the forceps. The only danger of the forceps 
is that you cannot get them in, or that, having got them in, in locking 
you may stretch the os uteri like a skein of thread on the top of the 
finger. There is great anxiety and danger; yet if it is done care- 
fully it is permissible. You see, we must do something. It is no 
use talking of the dreadful things that may arise from the use of the 
forceps ; we must face the danger. Then we have to draw it out 
very slowly. Dr. Lever has invented a pair of forceps in which the 
shanks come so closely together that they almost touch one another, 

Tather inconveniently sometimes 3 but when it was on the child’s 
head it scarcely stretched the os uteri at all. When you bring down 
the rotundity of the child’s head into the os uteri you have a very 
good dilator. What do you ask the forceps to do? No more than 

you ask the uterus to do. The uterus must push it out. The 
forceps does no more than the uterus was asked to do by expectancy. 

If, instead of dragging the uterus down with violence, you pull it 
down gently, supplementing each pain, you can dilate as gently as 
possible ; and when the rotundity of the child’s head comes in you 
find there is no great difficulty. I never met with any great difficulty 

except where the os uteri was stretched like a skein of thread round 

the widespread shanks of the instrument. I had a case of a lady in 

a4 condition requiring help. The os uteri was about the size of a 

five-shilling piece, slightly dilatable, and the head was coming down 

and occupying it pretty well, distending the cervix. When I was 

asked to see her, before passing the forceps, I fortunately examined 
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her, and I found the os uteri perfect for an inch upwards, but there was 
a large slit extending upwards on the side in the neighbourhood 


of the broad ligament, going as far as I could reach, the head occupy-_ 


ing the rest. I reckoned that the head at the equator had passed 
the major part of the rent. The question was whether I should 
perforate or drag the whole down to the margin. With the forceps I 
carefully drew down the child’s head; it did not rupture the parts. 
The child was born alive, and is still living. The mother had not a 
single symptom indicating that there was any mischief. IfI had not 
examined the patient beforehand, and if it had been found that she 


had laceration, it would have been put down to the forceps. In Dr. 


Roper’s cases it will be found that there are some cases of sponta- 


neous laceration of the cervix uteri narrated. You must not put down | 


to the forceps everything occurring in that way. We are to face the 
difficulty, and face it in the best way we can. ‘The numerical pro- 


portion in Dr. Johnston’s cases certainly does not accord with my 


practice. Perhaps I have not had such difficult cases to contend 


with, nor such irritable patients as the Irish. The Celtic nervous ~ 


system is much more irritable than the Saxon, and we ought to take 
that into account in considering these cases. In the Celtic tribes the 
uterus quickly falls into a state of irritation, far more so than is the 
case with English women: so that Dr. Johnston may have had 
difficulties that we have not had to contend with. I have answered 
the major part of the frst question in the remarks I have already 
made. ‘The lower the head comes down, the more quickly will the 
uterus get into a state of irritation whenever arrest takes place. In 
the second stage, when the head isin the cavity of the pelvis, and 
the uterus is a little inactive, I have used ergot without fear, 


because, with the forceps by my side, if I find that the uterus is 
not equal to deliver, I can supplement its efforts by the 


forceps. ‘This is the problem: Suppose that a woman can deliver 


herself in twelve hours. The uterus is well aroused, so that no con- 


sequences of inertia will occur afterwards ; is it better to relieve her 
at once, or within two or three hours, or to let her go on for the 
whole twelve hours? Is it any advantage to let her go on in that 
condition? ‘There is one advantage in primiparee, that the parts are 


more slowly dilated, and the head is more slowly moulded ; but ina — 


general way, supposing the uterus to be at work, and the pains at the 


maximum, and an obstacle takes place, if we know that by a little — 


traction we can bring the child out quickly, I must say I think it is 
beneficial both to the child and the mother, certainly to the child, to 


abstract it gently and quietly. It is doing no more than you ask the © 


uterus to do, and than the uterus will have to do sooner or later, 
when it is well roused. But to empty the uterus, or draw out the 
child—to haul it forth, as Dr. Blundell used to say—when the uterus 


is not responsive, is one of the most critical things a man can do. | 


Gentlemen often fall into error in this matter. One gentleman told — 


me that he always drew out the child directly he saw any little diffi- 
culty in the way. I said, “Do not you have any flooding?” “No,” 


aa 
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he said, “TI do not.” It puzzled me to know how he had escaped it. 
Afterwards he told me that he had had a case of flooding, and it was 
a lesson to him not to do as he had done before. That was a case 
of inertia, not a condition where the uterus was in full action. 
I think, then, we may assent to the fourth proposition of Dr. Barnes. 
It is almost self-evident that “in proportion as the head is arrested 
high in the pelvis, in the brim or above the brim, the necessity, the 
utility, and the safety of the forceps become less frequent,” and, “as 
a corollary from the preceding propositions, increasing caution in 
determining on the use of the forceps, and greater skill in carrying 
out the operation, are called for.” 

Dr. CLEVELAND,—Sir, before the commencement of this debate I 
should have thought, in common with other Fellows of the Society 
who have taken part in or listened to the discussions that have not 
unfrequently taken place here on the principles that should guide us 
in the use of forceps, that it would have been scarcely necessary for 
us to have devoted three evenings to this subject ; but I confess, after 
having heard so many differences of opinion, I have come to the con- 
clusion that that idea was not well founded. I further think that Dr. 
Barnes has shown great judgment in drawing up with the care he has 
exhibited these general propositions ; and I think that the last pro- 
position—the one that has been read by Dr. Hicks with the corollary 
attached to it—has not been sufficiently noticed by the speakers that 
have preceded me... He says that “in proportion as the head is ar- 
rested high in the pelvis, in the brim or above the brim, the necessity, 
the utility, and the safety of the forceps become less frequent ;” and 
then there is the corollary, that “increasing caution in determining on 
the use of the forceps, and greater skill in carrying out the operation, 
are called for.” If this means anything, it means that the operation 
is not to be lightly undertaken, that it is one that ought to be well 
considered, and only to be done by persons who are thoroughly 
skilled in the use of the instrument. I think the case is somewhat 
like that of a patient who has stone in the bladder. In such a case, 
the best thing is to have the stone removed, either by lithotomy or 
lithotrity ; but it would not be the best thing possible if the operation 
were not done by a skilful person; the patient might live a con- 
siderable time with the stone in the bladder, and be better off than 
if he had the operation performed. Now, I would say that if some 
of us who had settled convictions at the commencement of the 
debate upon certain practical points—such, for instance, asthe use of 
the forceps and compression—have had those convictions somewhat 
disturbed by what we have heard from different authorities, men of 
great reputation, still, I believe that on the whole we shall be pretty 
well agreed that in a case where the head is well in the pelvis, where 
there is what is understood by a lingering labour, where the patient 
is carefully watched and appears to be kept up by suitable nourish- 
ment,—if in such a case you come to a thorough stoppage, no 
progress being made, and you are satisfied that the utertis has done 
its best, I think there can be no doubt that the use of the forceps 


Z2 


324 Abstracts of Socreties’ Proceedings. 


is better than any of its alternatives. But between such a case as 
that and the contested point where the os is not well dilated, and 
where arrest is above the brim, there appears to me to be a large 
class of cases in which great service is done by the use of the forceps. 
And here let me say that we have not discriminated sufficiently 
between the long and the short forceps. There are cases in which 
the long forceps wiil reach the child, and where the short forceps 
will not be of any avail. Sometimes, indeed, I have to ask myself 
the question whether we should not be better off if there were no | 
short forceps at all. I have myself seen people waiting and waiting 
until the head comes within reach of the short forceps, and a great 
deal of time has been lost, and a great deal of danger incurred by 
the patient. For many years I have not used the short forceps, and 
I have never found a case in which the long forceps would not 
answer both purposes. With regard to the contested point, I may 
say that I think it is very rare indeed that an operation is required 
for purely lingering labour, but I do not believe for a moment that in 
skilful hands any mischief is likely to accrue to the patient by the 
use of the instrument if it is necessary to employ it. 

Dr. Daty.—I will only occupy two or three minutes in replying 
to some of the figures of Dr. Roper. I have not had 10,000 cases, 
but in 1700 cases that have come under my private care I have used 
the torceps with what some people would call extreme frequency. 
During a. practice of fifteen years I have used the forceps in Io per 
cent. of my cases, and the result of my practice has been that I have 
only lost two forceps cases. One was a case in which I put on the 
forceps for hemorrhage, and in the other case I am sure the forceps 
had nothing at all to do with the death. I think it is well for the 
Society to know that men may use the forceps with even much 
greater frequency than I have done. I have been looking over the 
statistics of some medical men connected with this Society. A 
gentleman recently showed me his list of 260 deliveries. He had 
used the forceps in exactly forty cases without a single maternal 
death and without a single still-birth. Now, if the forceps were on 
its trial to-night, as Dr. Roper would suppose, I do not think we 
should have such statistics as those. From what one has heard 
from the different speakers who have addressed the meeting, one 
really would think that Dr. Barnes’s book had never been written, 
and that we had not your book, Sir, on midwifery before us. The 
great value of the forceps is that they save the woman an enormous 
amount of suffering. I have not heard that point stated by any 
speaker, although I am aware you have mentioned it in a Paper read 
to this Society. ‘The woman goes on for hours (I am now speaking 
altogether of the low operation) with the head of the child resting 
on the perineum, and if we simply put on the forceps we relieve the 
woman with perfect safety from hours of suffering. JI may be told 
that there is a risk of laceration of the perineum. According to my 
experience, if you give chloroform you obviate that risk. It is 
my rule to give a dose of ergot immediately before, and to 


Obstetrical Socrety of London. 325 


put on the forceps if the ergot does not act. I have scarcely 
ever had a case of still-birth at the full time. With regard 
‘to the high operation, I have used the forceps, before the os 
has been fully dilated, thirty times with only one fatal result, 
and that was a case of hemorrhage. The conclusion I should 
draw from my experience is that when the head is below the brim of 
‘the pelvis there need be no limit to the frequency with which we 
may apply the forceps, so as to save the suffering woman from unne- 
cessary anguish without increasing in any degree the risk to mother 
or child, and that it is no more unscientific to wait for days while a 
mammary abscess bursts of itself, than it is to wait many days while 
the head passes, when we can deliver the child at once by means of 
the forceps. 

Dr. GraiLy Hewirr.—The subject of the application of the forceps 
is one that has interested me very much, especially in the early part 
of my career, which coincides with the formation of the Society. 
I am happy to see that the Society is in a flourishing state. No 
‘better proof can be given of the utility of the Society than of the 
opportunity it has afforded from time to time of discussiug such sub- 
jects as the present one. I may recall to the Society that one of the 
first Papers read before it was by the late Dr. Tyler Smith—a Paper 
in which he spoke of the abolition of craniotomy from obstetric prac- 
tice. [Dr. Hicks: When the child was alive.] The Paper in ques- 
tion attracted great attention at the time, and Dr. Tyler Smith was 
much laughed at in certain quarters for bringing such a sentence be- 
fore the Society at ali, but I think that a great deal that we have 
heard in the progress of the discussion must tend to show that a 
practice which was then prophesied and inculcated has almost come 
about. We have heard gentlemen who have come before us and 
given us the results of their practice, and it has been shown that the 
number of cases of craniotomy has become almost infinitesimal. 
With reference to my own experience in the matter, I may say that 
I went so far as to invent a new pair of forceps, which I brought 
before the Society three years after its formation ; only unfortunately, 
or fortunately, as it may be considered, I discovered that my forceps 
had also been discovered by Dr. Beattie, of Dublin, and Dr. Pagan, 
of Glasgow. The forceps were quite identical. Their peculiarity 
was simply this, that the blades were considerably longer than those 
ordinarily employed, in that respect resembling very much 
those which of late years have been favourites in the hands 
of obstetrical practitioners—namely, Dr. Barnes’s forceps. I do 
‘not propose to go into this subject at any length. I will 
only say a word or two respecting some of the questions 
raised by Dr. Barnes in his Paper. One of these points is this— 
Does lingering labour occur so as to entail danger to the mother and 
child during the first stage of labour? With Dr. Hicks I should 
unquestionably answer that in the affirmative. My friend Dr. Roper, 
in his speech, seemed to indicate that we were discussing cases of 
natural labour, but, in fact, that begs the whole question. We do 
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not know when we have to deal with a case whether it is going to be 

a case of natural or unnatural labour. If the head is detained at 

the brim, we have to ascertain what is the cause. It may turn out 

that it is a slight arrest, which will occasion no particular difficulty ; 

or, on the other hand, it may-turn out to be a case of extreme diffi- 
culty. We cannot at the moment say what is to be the issue. That 

constitutes the great part of the difficulty of practitioners in dealing 

with these cases. It might bea case in which the head and the pelvis 

were very disproportionate indeed, and that would only be found 

out by a very careful examination. In a case where there was great 

disproportion unquestionably harm would result; the membranes — 
would be ruptured, and the patient would drift into the condition 
which has been so vividly described by Dr. Hicks and. Dr. Roper. 
The second question is, Is the application of the forceps ever neces- 
sary or useful before the full dilatation of the cervix uteri? It has 
been my custom, in teaching the subject of midwifery, to lay a great 
deal of stress upon the definition of the termination of the first 
stage oflabour. I think itis very important in reference to the answer 
to this question. What is the definition of the termination of the first 
stage of labour? It has generally been held to be the full dilatation 
of the os uteri, but it is evident to all who have considered the matter 
carefully, that the full dilatation of the os uteri may not occur, and 
yet the patient may have arrived at the end of the first stage of 
labour—that is to say, in cases where the membranes have been 
ruptured. If the head stays at the brim there is nothing to dilate it ; 
yet, if it be examined, it may be found that the os uteri is in an 
exceedingly dilatable condition—a condition which does not offer 
any obstacle to the passage of the head through it. The 
obstacle is produced by the difficulty at the brim itself. ‘The osseous 
difficulty is the principal thing, not the condition of the os uteri 
itself. It is necessary to consider this point if we make any defini- 
tion as to what is to constitute termination of the first stage of 
labour. I quite agree with what has been said by several speakers 
in this debate as to the safety of women before the membranes are 
ruptured. In a case where the membranes have not been ruptured, 
I think, with very few reservations, the first stage might be allowed to 
go on for a considerable length of time; but it is, of course, very 
different when the membranes are ruptured. We cannot under such 
circumstances, I hold, consider the size of the os uteri simply. We 
must have regard to the condition of the tissues and the os uteri in 
deciding as to whether anything is necessary to be done or not. The 
logical conclusions from that statement is that in certain cases of 
this kind the use of the forceps is necessary. No doubt the number 
of cases in ‘which the use of the forceps is necessary with the head 
above the brim is very few indeed. Still, such cases do occur. I 
could mention a case very much like that of Dr. Hicks, which 
occurred to me some years ago, where the os uteri resisted very much, 
but in which I inserted the forceps and gradually drew the head 
through it with a perfectly successful result. It took a great deal of 
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time to accomplish. In fact, I endeavoured to imitate nature. Still 
I did assist the head through the os uteri, supplementing the uterine 
pains. I conceive that cases do occur in which this is really neces- 
sary. With reference to the broad question as to the use of the forceps, 
I think that is a matter that is really more interesting to the members 
of this Society at large than the simple applicability of the forceps in 
the high operation. Confessedly these cases are rare and unusual, 
but the other class of cases is very numerous indeed, and we have 
to consider what is the law that should be laid down in reference 
to the general application of the forceps. Is it a good thing that 
the forceps should be largely employed, or is it proper that their 
use should be greatly restricted? I must say I sympathise very 
much with those who contend that the forceps should be very 
largely employed, and I think that there are abundant reasons for 
arriving at the conclusion. There is no stronger reason to be given in 
favour of thatview than this : it is confessedly necessary that gentlemen 
who engage in the practice of midwifery should be competent to 
undertake severe operations. How, I ask, are they to become 
capable of performing a confessedly difficult operation—namely, 
the high operation — with the forceps, unless they are 
perfectly familiar with and accustomed to the low operation? 
It seems to me that the dexterity they acquire, or should acquire, in 
the performance of the simpler operation will invariably lead them 
to sufficient acquaintance with the subject to deal with the diffi- 
cult and dangerous cases that will now and then necessarily come 
before them. I therefore sympathise very much with the view of the 
matter that gentlemen should be encouraged to use the forceps much 
more frequently than has been the custom. My friend Dr. Savage, 
at the last meeting of the Society, while he interested us very much 
by a great many of his remarks, indulged in a style of banter, and 
seemed to deal with the whole subject of the application of instru- 
ments in the practice of midwifery as one that could hardly be 
sympathised with. I suppose we must take it for what it is worth, It 
comes from Dr. Savage, and we are always very much amused and 
interested in hearing what he has to say. I make these observations 
with the more readiness because I do think there was a great deal 
in what Dr. Savage said in reference to the necessity for giving nature 
and other remedies their proper play in dealing with obstetric and 
midwifery cases—the use of baths, the use of alittle time, and various 
other remedies and methods of assistance. The extraction of a child 
is undoubtedly to be looked upon as a mechanical thing. I thuak, 
also, there is something to be said with reference to the method of 
applying the forceps. It does not follow that because we have applied 
the forceps that delivery should be made to occur instantly. I think 
that the opposite policy is responsible for a great deal of the con- 
tumely with which the application of the forceps has been visited at 
the hands of certain critics. I have certainly seen cases where great 
harm has been done by the instantaneous delivery of the child in cases 
where the forceps has been applied. It must be recollected that the 
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forceps is intended simply to supplement the efforts of nature—to 
assist them: and we are not therefore to extract instantly, the very 
moment the forceps is applied to the head of the child. Under 
certain circumstances it is conceivable that a great deal of mischief 
might be done. 
Dr. Swayne.—At this stage of the discussion I will endeavour 

to make my remarks as brief as possible, and express no opinion not 
founded on facts under my own observation. Before the publication 
of Dr. Johnston’s report as to the use of the forceps in the first stage of 
labour, I had often applied the forceps in the first stage when the os 
was not fully dilated, but never when it was less than three inches in 
diameter. Since Dr. Johnston’s report I have used it six times in- 
cases where it has been less than three inches in diameter, where the 
diameter varied from the size of a crown-piece (which is not more 
than one inch and six-tenths) to three inches. Five of these cases 
were primiparee and one of them wasamultipara. ‘The result was 
favourable to all the mothers and children with the exception of one 
child, which was still-born, and which had the skin peeled off, 
showing that it had been dead for several hours; therefore the 
forceps could not have been responsible for the death. In all these 
cases the membranes had been ruptured for some hours, and the os 
was not fully dilated, but it felt soft and dilatable. ‘The labour 
appeared to be slow, not so much from the rigid os uteri as from the 
arrest of the head. ‘This was very marked in one case—that of the 
multipara. I had attended her in two labours which were easy 
because the children were small and females, but the third labour 
was a difficult one. The membranes had been ruptured four hours, 
and the os uteri remained about three inches in diameter. ‘The 
child was arrested at the brim of the pelvis, from want of proportion | 
between the head and the pelvis. As Dr. Hewitt has truly remarked, 

the labour may be said to have been in the second stage. The 
first stage was over—the uterus had expended its power in dilating | 
the os, but the head did not descend. It was then expending 
its power in forcing down the head. I was convinced that the 
bad symptoms resulting from a prolonged second stage would have 
arisen if the labour had been allowed to go on in any of these cases. 
I felt grateful to Dr. Johnston for having pointed out that the forceps 
may be used with safety where the os is not nearly so much dilated as 
I thought before would be necessary—in fact, where it is not half 
dilated. With regard to the second subject, as to turning, and as to 
the alternative use of the long forceps, I do not think I can do better 
than refer to a case in which I induced premature labour about a 
month ago. In this woman I induced premature labour for the eighth 
time. Before she came under my care she had had craniotomy 
performed twice at the full time by another practitioner, and therefore 
I recommended the induction of premature labour. I had induced 
it in three labours at the seventh month, and the children were born 
without difficulty, but they did not survive their birth more than 
twenty-four hours ; therefore in the next five labours I thought it better 
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to induce the labour at the eighth month so as to give a chance of 
turning, and I had every reason to feel satisfied with the result, for I 
‘saved four children out of five labours. There was no particular 
difficulty in turning, except in the first case and in the last. In the 
first case I could not get the head through in time, and the child died ; 
the head stuck in the brim of the pelvis. In the last case, the child 
‘seemed to be larger than usual, and I expected the same difficulty as 
in the first case, but by means of a very strong pull, making firm 
‘pressure on the hypogastric region, the head came through with a 
jerk. The child was at first still-born, but was easily resuscitated. I 
have here a cast of a head which will show the effect produced 
upon the child. ‘The head is rather a large one for a child of eight 
months. 

The PRESIDENT.—I may remind Dr. Swayne that the discussion is 
dimited to the use of the forceps in lingering labour, and it hardly 
applies to. cases of contracted brim or turning. ‘Turning hardly 
comes under the head of our discussion. 

Dr. Swayne.—Then I will bring my remarks to a close. I was 
going to say that I think, in cases of this kind, turning is preferable 
to the use of the forceps. My own experience leads me to three 
conclusions. First, that the use of the forceps is proper and safe 
before the os is fully dilated, when there is any arrest which prevents 
it descending upon the os uteri ; but in my own opinion, the use of 
the forceps is improper where the delay arises simply from rigidity, 
and not from arrest of the head. Secondly, where the head is 
arrested at the brim of the pelvis, and the pelvis is normal and not 
irregular in shape, as a general rule, the use of the forceps is 
preferable to turning. Thirdly, where the pelvis is irregular, and 
the head very high above the pelvis, turning is preferable to the 
forceps. 

_ The PrestpENT.—I should not like this discussion to close without 
Saying a single word with regard to the subject under consideration. 
{t is certainly not my intention at this late period of the meeting, and 
after having heard so many observations, to enter at any length into 
the subject before us in the way of argument. I have frequently on 
other occasions had an opportunity of expressing my opinions on the 
‘subject to this Society, and I have also in my published work on 
midwifery (for the first time, I believe, in any systematic treatise on 
the subject published in this country) advocated a much more 
frequent use of the forceps in delivery than had been previously 
recommended. I believe that, partly from the one fact and partly 
from the other, I have the reputation of recommending instrumental 
interference with a frequency which many of my obstetrical friends 
believe to be both unnecessary and injurious. Now, in reference to 
this point, I may remark that, whenever I have spoken or written on 
this subject, I have taken the greatest possible pains—I am afraid 
not always successfully—to point out that that recommendation is 
Strictly limited to one particular class of cases, that is, the cases in 
which the head is arrested low down in the cavity of the pelvis, or on 
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the perineum, and in which only a slight vzs @ ¢ergo is required to 
effect delivery. I have always endeavoured to point out that the 
arrest of the head high in the pelvis is a very serious operation, and — 
one not to be lightly undertaken. As regards the alternatives for 
this practice, and especially the alternative which is most usually re- 
sorted to—that is, the administration of ergot—I think there is 
hardly any fact in medicine which is more certainly proved than the 
immeasurable superiority of the forceps in effecting delivery in 
retarded labour. No better illustration of that can be given 
than the observations which fell from one of the speakers at our 
first meeting, Mr. Alderson,—and all the more so since it seemed 
that Mr. Alderson did not quite appreciate the deductions to be 
drawn from those statements. He told us that when he commenced 
practice he never used the forceps at all, or hardly ever, but that he 
used ergot very frequently. The result was, as he went on he dis- 
carded the use of ergot, and used the forceps very largely. ‘Then he 
told us that, curiously enough, in the first years of his practice he ~ 
used to have an enormous number of still-births, and in later years 
he never had any still-births at all. Ofcourse the obvious deduction ~ 
from that was, that he ergotised his patients when he commenced 
practice and produced these still-births, which he saved by delivering — 
with the forceps in the latter years of his practice. So much for the — 
use of the forceps as regards the child. As regards the mother, Dr. 
Daly has properly pointed out, and I have always insisted upon, the 
enormous gain to the mother of saving her many hours of horrible 
suffering and anguish which it is distinctly the province of the physi — 
cian to save her if he can. And, above all, there is the increased] 
safety and rapidity of convalescence and the more satisfactory con- 
valescence following a short delivery, which I believe is a strong” 
argument for the more early application of the forceps in simply 
retarded labour than has been customary. To use a homely simile, — 
I would say that these cases are like that of aman who has in charge ~ 
a horse dragging a cart upa hill. If we are in charge of such an © 
operation we have, as a distinguished politician would say, three 
courses open tous. We may either leave the wearied animal to draw 
his burden up the hill in the best way he can, and possibly he may 
arrive there or he may not; or we may spur and urge him on to im — 
creased effort, possibly with success, but more likely there will be a 
break-down ; or we can adopt the other expedient of tacking on 
another horse, giving a little extra assistance. That seems to be 
exactly what we do when we apply forceps in cases of this kind. If 
I might make a criticism upon this debate, it would be to the effect _ 
that a great deal too much has been said about the application of the 
forceps before the complete dilatation of the os uteri. In talking to 
me the other day on this debate, having read it in the journals, a 
distinguished metropolitan surgeon said he was horrified to find that 
so obviously dangerous a practice was so customary amongst 
obstetricians. Now, I am not surprised at that misconception on his 
part, because we have been talking during these three nights to am 
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extraordinary extent on this subject. Probably the novelty of the 
subject and the apparent boldness of it have given undue prominence 
to it in our debates; but I am satisfied that, as a matter of fact, 
obstetricians are not in the habit of using the forceps with an undilated 
Os uteri to anything like the extent to which an outsider might 
suppose from listening to our debates. If my own experience is any 
guide, I should say that the cases in which it is necessary, or even 
contemplated, are of very great rarity. Another criticism that I might 
make is, that I do not think sufficient importance has been paid to. 
the application of pressure as an alternative in cases of lingering 
labour—systematic pressure applied to the uterus. Iam afraid my 
friend Dr. Roper has not given it the fair trial which I am certain it 
deserves, because I believe there are few improvements in modern 
midwifery of really greater value than the systematic use of uterine 
pressure, or expression of the foetus, as it is sometimes called in Ger- 
many. It requires a little custom and habit to know in what class of 
cases it is applicable, and how to apply it; but, having gained that 
experience, I am quite satisfied that the very greatest possible advan- 
tages may be derivedfrom it. I have over and over again succeeded 
by expression, not in delivering the foetus entirely—although I believe 
that even that is possible, and I have related cases of that kind in a 

Paper on the subject—but in pressing down the head from the brim 
on to the lower part of the pelvis, and thus converting what might 
have been a very difficult high forceps case into a perfectly simple 
low forceps operation. The subject would require a great deal of 
time to discuss with anything like the detail which its importance 
merits; therefore I do not say any more about it at present. It now 
Only remains for me to fulfil a very pleasant duty, which I am sure I 
shall have the authority of the members of the Society for performing 
—that of offering to the gentlemen who have taken part in these dis- 
Cussions, especially to those gentlemen who have done us the honour 
of coming from Ireland and Scotland and distant parts of the country, 
Our cordial thanks for their kindness in favouring us with their 
experience on this subject. 

_ Dr. Barnes.—I think the interesting discussion we have had, and 
the eminent men who have spoken, testify to the importance of the 
subject, and are a complete answer to any doubt that may have been 
felt as to the utility of a discussion on the forceps. We have had a 
complete picture of what may be called the modern practice of mid- 
wifery with the use of the forceps, in contrast to the picture presented 
by a gentleman who went to sleep twenty years ago when they did 
Not use the forceps, but who has come here and delivered a Rip van 
Winkle sort of speech, telling us that we are all wrong. The defini- 
tion of the high operation appears not to be thoroughly comprehended. 
The terms “high” and “low” operation have been introduced by Dr. 
McClintock, but I should prefer to make a division into three opera- 
tions. First, there is what may be called the low operation, performed. 
entirely in the second stage of labour, when the head is in the pelvis ; 
that I should prefer to call the intra-pelvic application of the forceps. 
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Then there is another class of cases a little higher up, where the 
head of the child is in the brim; that I should call the brim opera- 
tion, as distinct from the low operation and also from the high opera- 
tion, where the head is above the pelvic brim, which may be called the 
‘supra-pelvic operation. As to the state of the os uteri in the advance 
of labour, as fitting it for the operation, we will discuss that by-and- 
by, when we come to speak of the dilatation of the os uteri in an 
imperfectly dilated uterus. There is a general consensus of opinion 
and practice as to propriety of not letting the head lie in the 
pelvis very long. I should say that the practice mentioned by Dr. 

Daly and some others, of putting on the forceps as soon as the head 
is within reach, or nearly so, is not good practice. So long as the 
uterus 1s acting fairly without spasmodic action, the head advancing 
slowly and the parts relaxing, and you know that the patient will be 
delivered in a few hours without any great tax upon her powers, and 
so long as there is a quiet, regular pulse, I say it is not judicious to use 
the forceps. I quite sympathise with what Dr. Hewitt has said, that 
it is allowable to put on the forceps sometimes in cases where 
they are not absolutely necessary, with a view to acquire the 
skill requisite to enable the practitioner to undertake more severe 
operations. I see no great harm in that; but I should also gene- 
rally concur in what Dr. Thorburn said, that we are not to put 
on the forceps for our own convenience, but solely under circum- 
‘stances in which the instrument is required by the patient. But 
we must bear in mind that the country practitioner has the charge 
not of one patient only, but of a number of others, who have no 
‘resource butin him. Now, if he has to spend a great deal of time over 
a multipara, with the child’s head in the pelvis, knowing that he 
can apply the forceps and deliver in a few minutes with perfect 
-safety, and perhaps advantage, and knowing that he has an urgent 
case a little further off requiring instant attendance, I say he is 
justified in applying them. That is not regarding simply his own con- 
‘venience, but the interests of his patients. We are not to look ata 
country practitioner in the same light as we should regard a practi- 
tioner in town, where we could put another person in charge and go 
to the more urgent case. There are cases in which intervention is 
necessary. I am speaking now chiefly of intra-pelvic cases where 
the child is delayed in the pelvis, and where expectancy is exhausted. 
As to the employment of ergot, I should like to dismiss that at once 
as an alternative to the forceps. I should, indeed, like to extend 
what I am going to say to the entire application of ergot, whether 
in intra- -pelvic, brim, or supra-pelvic cases, although the impro-_ 
priety of using ergot increases enormously as we ascend towards the 
higher cases. I can hardiy refer to the evidence of Dr. McClintock, 

Dr. Bassett, and others who approve of ergot, without considerable 
-diffidence. On the other hand, we know that Dr. McClintock does 
not rely so much upon the forceps as I do, and as many others do; 
that he has not acquired that confidence in the instrument that we 
have. He trusts to ergot, and I think he trusts to it-too long. I 
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was glad to hear several speakers object to it, and that our President, 
as arule, does not approve of it. There is now a considerable amount of 
evidence showing that ergot is not to be trusted. Dr. Edis’s argument is 
sound, that ergot should not be given when the patient is beginning 
to flag—for that is the time when ergot is most dangerous; that is 
the time when the woman is exhausted and wants help; and ergot 
does not help her, but the forceps will. That applies strongly to the 
arrest of the head in the brim or above the brim ; it is just then that 
we cannot tell what difficulties may arise in the further progress of 
the head, and, if you give ergot, you may do mischief by rupturing 
the uterus, or increasing exhaustion and pressure on the soft parts. 
Although we may be justified in giving ergot when the head is nearly 
on the point of being born, we are not justified in giving it in any 
of the higher cases. There is nothing that ergot will do in these 
cases that cannot be done more safely and effectively by the forceps. 
I say nothing as to the use of ergot in arresting hemorrhage ; nor 
will I dwell upon the question whether it injures the child or not. 
I believe there is a great deal of evidence to show that ergot is 
attended by larger foetal mortality than the forceps in cases where 
one might be used instead of the other. With regard to the alter- 
native of expression or squeezing out, I was rather glad to hear the 
emphatic protest against it from Dr. Atthill, and also from Dr. 
Roper. I do not gather from the President’s observations that he 
entirely approves of it as an alternative fer se, as the sole means of 
effecting delivery, but he recommends it rather to assist the forceps 
or other means. I was house-surgeon to a lying-in hospital nearly 
thirty-five years ago, under the late Dr. Bloxam, and I remember 
having impressed upon me the importance of expression or squeezing 
out or down in all stages of labour. His practice was to follow the child 
down even in natural labour, and @ fortiori in every case where the for- 
ceps was put on, where craniotomy was resorted to, and where turning 
was effected. I have always adopted that plan with advantage. It 
reduces to a minimum the necessary vis @ fronte traction, and in that 
Way equalises the pressure, shortens the labour, and diminishes the 
danger. The same practice was adopted in my time at the Queen 
Adelaide Hospital with regard to the placenta as soon as the child 
was born, waiting perhaps two or three minutes in order that the 
patient might get a little recovery of strength. Nothing has astonished 
me more of late years than to see this plan raised into the position 
of an invention, with the name of a German professor attached to 
it. It is necessary to say a word or two upon the statement that it 
Is especially in the second stage of labour that the free use of the 
forceps as a means of accelerating labour that would otherwise 
terminate naturally may be justifiable, but we must be careful not to 
apply this practice to the first stage of labour. We have heard the 
Subject discussed in reference to the first question, “ Does lingering 
labour occur so as to entail danger to mother and child during the 
first stage of labour?” Dr. Hicks answered that emphatically, 
“Yes ;” and Dr. Hewitt says, “Yes, I have not the smallest doubt of 
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it.” As to the statistics and arguments derived from the Rotunda 
Hospital in the time of Dr. Collins, or those which Dr. Roper 
adduces, what is the history of a number of cases of rupture of the 
uterus in the first stage? There is no disproportion, no contraction 
of the pelvis, no undue size of the child, and, in some instances, no 
malposition of the child; the uterus may be distended with fluid, 
and mischief may arise at that time; but it is far more likely to arise 
when the liquor amnii has gone off, and when we are getting a little 
perversion of the natural order of labour in the first stage, and when 
irregular forms of contraction and trismus are apt tocome on. Then 
you get arrest of labour, because the uterus cannot act in its natural 
way ; it compresses the child ; it does not driveit on. If these cases 
are not treated properly, great mischief arises ; the patient may recover 
from the labour, but she has afterwards a bad convalescence (perhaps 
she goes into septicaemia or fever), and she is in danger, and the child 
is in danger. I will say a word or two as to how to meet these cases. 
Expectancy is bad if trusted to alone. If you give opium, you can 
give some relief, chloral still more, chloroform still more ; but there is 
a remedy beyond all these, and that is nitrate of amyl. There is 
nothing that allays uterine or other muscular spasms so well as that ; 
in two or three minutes, you may subdue the trismus, relax the uterus, 
get on the forceps, and deliver the patient. The appeal to statistics is 
very misleading. Figures are heaped upon figures to prove that the 
forceps is free from danger. And these figures are used to show that the 
high forceps operation is safe. But the experience of the long forceps is 
really very limited. Statistics do not distinguish, but confound, dif- 
ferent things. ‘To illustrate this point, I appeal to the instruments 
in use. When we are talking about the free use of the forceps, we 
must bear in mind that almost all the evidence we have heard applies” 
to the low operation, the intra-pelvic operation, except in the case of - 
Dr. Johnston, Dr. Hicks, and a few others who have had more 
extended experience. We have heard a Scotch professor telling us” 
of the key-note being struck in Scotland, but we must remember 
that obstetric experience is a matter of population. It is not in 
Scotland; that we are to look for opportunities of acquiring expe- 
rience in midwifery of this difficult kind ; It must be in the great 
centres of population—London, Manchester, Liverpool, Birmingham, 
Dublin ; and it is in those towns that the longer forceps has come 
into use. If we want to practise the high operation, we must have 
the forceps long enough. The Scotch instrument is not long enough. 
Here is a specimen of the instrument used by Dr. Ramsbotham. 
It is something like the instrument of Dr. Simpson, which is a little 
longer. Dr. Simpson’s has a double curve, which is a great im- 
provement; but the double curve does not make the short forceps 
long. It will.do for brim operations ; but not beyond that. With 
regard to the argument based on the instrument itself, Dr. Simpson 
says: “ Never apply the forceps until the os uteri is fuliy dilated, 
and until the head is in the pelvis.” There is the practical commen- 
tary upon his forceps. We have an illustration of the same point in his 
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celebrated Papers upon turning in contracted pelvis. The reason whyhe 
turned was because he had not forceps long enough to get at the head. 
Here in London, in Dublin, and in the larger towns, if the head be 
upon the brim of the pelvis, and accessible to the long forceps, we 
prefer trying this first. Although I admire his Paper upon that subject, 
and often turn in cases of contracted pelvis, it has been where there is 
such a degree of contraction that the forceps will not drag the child 
through. Dr. Lever, who practised in London amidst a large popu- 
lation, contrived a long forceps for difficult cases. JI have here 
also a specimen of a long forceps contrived by Dr. David Davis, 
who also worked in London. It is a singular instrument, with one 


long blade and one short one. His son, also, who, I am happy to 


say, is recovering his health, having similar work to do in London, 
contrived a beautiful pair of forceps, sixteen inches and a half long, 
with parallel shanks. You can use the instrument with both hands, 
so that you have enormous power, and can regulate your work with 
the utmost accuracy. In Manchester, a similar thing has been done 
by Dr. Radford, who has contrived a long forceps with parallel shanks. 
Dr. Roberton has done the same thing, but his instrument is not so 
good. I used short forceps in my early practice, but I soon gave 
it up, and I contrived the long forceps now used so extensively in 
Dublin, the colonies, and elsewhere. You can hold it with both 
hands, and distribute the force with accuracy, and it will fetch a 
head above the pelvis. The high operation, therefore, is an operation 
of English origin rather than Scotch. And we are perhaps fol- 
lowing the French. I will not say anything more about the 
saving of infant life, because that has been dwelt upon by 
others. With regard to the evidence of damage in the first stage 
of labour to the mother and child, we have the statistics of 
Dr. Churchill, quoted as they have been by Dr. Kidd and others, as 
proving that no damage comes during the first stage of labour ; but 
they are worth very little. I think that all those who have studied mid- 
wifery clinically will agree that there never was so much honest labour 
misspent as in the compilation of Dr. Churchill’s tables, and never so 
many fallacies accepted as facts. We know very well that mischief 
may arise in the first stage of labour, and it is our business to antici- 
pate it by the timely and judicious use of forceps. There are a number of 


-cases where delay, occurring in the first stage of labour from pre- 


mature escape of the liquor amnii, may be followed by this difficulty. 
Emmet, the greatest authority upon vesico-vaginal fistula, says that 
most cases are due to protracted labour, and might have been avoided 
by timely use of the forceps. This is my experience too. And 
if I might criticise the statement of Dr. Henry Bennet, that injuries 
of the cervix caused by the forceps are the frequent foundation of 
those troublesome diseases with which we are so familiar, I should 
rejoin as the result of my own observation that such injuries are far 


- more frequent where there is a history of protracted labour not aided 


by forceps. Coming to the high operation, we are dealing with a 
matter of great and serious importance, and we are not to indulge so 
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lightly in the use of the forceps as in the case of the head being de- 
layed in the pelvis. ‘There are two classes of cases of arrest of the 

head in the brim. There is the first class where the arrest is due to 

disproportion. Either the head is too large, or the pelvis is too small, 
or there is malposition. In those cases we do not always know what 

the cause of arrest is until we have had time to observe and to put the 

patient under chloroform. Putting them aside, I admit that the 
cases which remain, in which there is no. disproportion and 

no malposition, in which there is arrest of the head above the brim, 

are not of very frequent occurrence, and that is the only class of 
cases where we still have it open to us to apply the forceps. ‘There- 
fore I say again that the last proposition put forward, that the utility, 

the necessity, and the safety of the forceps become less frequent as 

we ascend above the pelvic brim, is untouched ; and it has received’ 

confirmation from Dr. Hicks, and those who have experience 

entitling them to speak. With regard to craniotomy I do not think 

we have evidence enough that the dream, the justifiable and scientific 

dream, of Dr. Tyler Smith, that craniotomy is on the point of aboli- — 
tion, is about to be realised. JI do not think we have got so far as 

that. I never thought we should; but we have been tending towards: 

it. That is one of the great evidences we have of the progress of 
scientific midwifery in this country, that we are diminishing cranio- 

tomy year by year. ‘There is no possible record of experience that 

can now be adduced in the practice of the last ten years that could 

in any way parallel the evidence brought forward as to Dr. Robert 

Lee’s practice. There is nothing to be compared with it, and I say 

that it is due to the extended use not only of the ordinary forceps, 

but of the long forceps. In former times, when the head was- 
arrested at the brim of the pelvis, when the long forceps was not 
used, there was nothing for it but to perforate. Now the long forceps 

will reach those cases, and thus prevent craniotomy, just as the more 

frequent use of the forceps saves the child when it is lower 
down. -I think that the alternative of ergot will gradually be 
exploded. It is not an alternative to the forceps in the cases where ~ 
it is justifiable to use it. And craniotomy, as an alternative, will 
diminish more and more as we acquire more skill in the use | 
of the forceps, as we improve the instrument and give it more power. — 
At the same time it is an instrument liable to abuse ; but it is the glory 

of English midwifery to improve and to carry it up to the highest 
state of perfection ; and the more we do that, the more we shall 
justify this country as the country where the forceps was invented. 
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The Behaviour of Spermatozoa in the Vagina and Uterus. 


Dr. D. Hausman of Berlin, in a pamphlet on this subject, gives the 
result of a considerable number of selected observations, made with 
all suitable precautions, with regard to the duration of the life of 
spermatozoa in the vaginal mucus, and in that of the cervix uteri. 
He records seventeen observations of the cervical mucus, and twenty of 
that from the cervix uteri, obtained in cases in which he could rely 
upon the account given as to the time of the last coitus; and in 
which no vaginal injections had been used, either shortly before or since 
the coitus. Out of a much larger number which he has made, he 
has rejected the greater part, because the data in these respects were 
not absolutely certain. These observations agree with those of 
Marion Sims and others, in showing that the spermatozoa perish 
quickly in the vagina, but retain their life and activity for a much longer 
period within the cervix. So soon as four hours after coitus, he found 
that the great majority of spermatozoa in the vagina had been seen to 
move, although a considerable number retained their vitality. In 
five cases in which the last coitus had occurred about twelve hours 
before the examination, the spermatozoa were found to be all dead, 
except in one instance, in which a few were seen to be moving 
amongst a large number which were motionless. The case was one 
in which an acute anteflexion existed, which would hinder the advance 
of the spermatozoa towards the uterus, while the widely patulous 
external os would allow them readily to escape from the uterus into 
the vagina. In six examinations of vaginal mucus about fifteen hours 
after coitus, the spermatozoa were found abundantly present in all, 
but none of them showed signs of life- Four examinations were 
made from thirty to thirty-eight hours after coitus. In one of these 
the vaginal mucus, which was mixed with urine, showed no 
‘spermatozoa ; in two, they were abundant but dead. 

_ In one case, however, in which coitus had taken place thirty-eight 
hours previously, and menstruation had commenced twelve hours 
later, living spermatozoa were found in the mixture of vaginal mucus 
and menstrual blood. The author entertains no doubt that these had 
penetrated into the uterus, and had been washed down again in the 

menstrual flow. Ina case examined forty-six hours after coitus no 
spermatozoa could be detected in the vagina, although they were 
present in the cervix uteri. 

In no case, even when the examination was made within an hour ~ 
after coitus, was the reaction of the vaginal mucus changed from acid 
to alkaline, by the addition of the alkaline seminal fluid. 

The general conclusion is that the great majority of the spermatozoa 
perish in the vagina very shortly after their deposition there, and that 
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none of them retain their motion there, beyond twelve hours at the 
outside, unless menstruation has come on in the meanwhile. 

To obtain the cervical mucus for examination, the author exposes 
the os by the speculum, wipes away from it first ‘all adhesive vaginal 
secretion, taking care to brush it away from and not towards the os, 
and then obtains a drop of mucus from the cervical canal, by means 
of dry forceps, sound, or Braun’s syringe. In order to ‘obtain the 
secretion from the body of the uterus, he first thoroughly cleanses the 
whole of the cervical canal from all the secretion which it contains. 
As to the presence of spermatozoa in cervical mucus, the results 
are the following :—lIn six observations on cases in which the external 
os was normal in size and position, and its secretion also normal, at 
various times up to a week after coitus spermatozoa were a/ways 
found. In ten similar cases, in which the observations were made 
eight and fourteen days after coitus, spermatozoa were absent. In 
four observations, made within a week after coitus, with the os uteri 
normal in size, and with normal secretions, but somewhat deviating 
from its normal position, spermatozoa were always found. In one 
observation on a similar case, made seven and half days after coitus, 
no spermatozoa were found. In an observation made three and half 
days after coitus, in a case of normally patent os uteri, but decided 
uterine catarrh, no spermatozoa were found. In two observations on 
the same case, in which the external os was moderately constricted, 
and deviated somewhat to one side, in one instance, one and half 
hours after coitus spermatozoa were found, in another four hours 
after coitus none were found. In four observations on cases of great 
constriction of the external os, spermatozoa were absent in all. 

The author concludes from these facts that normally, as Marion Sims 
also holds, the spermatozoa are not merely deposited in the vagina 
and left to make their own way into the uterus, but that they are 
impelled into the cervix at the moment of ejaculation. He attributes 
this in the main to the pressure of ejaculation, although he does 
not assume any exact apposition between the os uteri and the orifice 
of the male urethra. ‘This view is confirmed by two of his observa- 
tions in the case of women accustomed to use twice a day with an 
irrigator a vaginal injection of a litre of a solution in the one case of 
sulphate of copper, in the other of carbolic acid (1 in 50), both of 
which are well known to destroy spermatozoa immediately. Although 
these injections had been used shortly before coitus, abundant living 
spermatozoa were found in the cervical mucus within six hours after 
that act. He also quotes in favour of his view the success of the 
practice of preventing the occurrence of pregnancy by placing a 
tampon against the cervix uteri. He concludes that the occurrence 
of conception through the migration of spermatozoa from the vagina, 
or from more external parts, into the uterus, by their own activity, must 
be regarded as an exceptional chance; and believes also that if, even 
if they should make their way into the cervix after some interval, 
their vitality and power of surviving many days would probably be 
impaired by their sojourn in the vaginal mucus, which so quickly ca 
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them. He infers further, that by even a moderate contraction of the 
external os the penetration of the spermatozoa into the cervix is 
rendered uncertain, that by a considerable contraction it is prevented 
as a rule, and that therefore the operation of incising a narrow 
external os for the cure of sterility is a justifiable one. 

In the vaginal mucus the proportion of spermatozoa was always 
considerably less than in a remaining drop of semen removed from 
the male urethra after coitus and before the first micturition. In the 
cervical mucus their number was relatively very few, and the author 
concludes that only a very small proportion of them normally reach 
the interior of the uterus. Besides the living spermatozoa found in 
the cervical mucus, a considerable number of dead ones was always 
found also. The longest period after coitus at which living sperma- 
tozoa were found was seven and a half days, a period exceeded in an 
observation of Percy, who found them alive after eight and a half 
days. The longer the interval after coitus the less active were the 
Movements of the spermatozoa, and the sooner did they cease to 
move after removal from the body. The author concludes that it is 
probable that they may retain their vitality for as much as ten days 
before reaching the ovum. That stringy cervical mucus is not neces- 
sarily fatal to spermatozoa was proved by an observation in which living 
ones were found in abundance in a plug of such mucus. 

The author rejects the plan of intra-uterine injections of semen for 
the cure of sterility, believing that normally only a few of the sperma- 
tozoa themselves reach the body of the uterus by their own activity, 
leaving behind the other constituents of the semen. In cases, how- 
ever, of stenosis of the internal os, or of flexion causing a narrowing 
of the canal near that situation, the secretions being healthy, he pro- 
poses, within the first twelve hours after coitus, to pass a large sound 
into the uterus, in the hope of thus carrying on beyond the point 
of obstruction some of the spermatozoa-containing cervical mucus. 
He does not, however, report any result obtained in one case in 
which he repeatedly tried this measure. 


eee eee 


Lhe Treatment of the Pedicle in Ovariotomy. 


Professor Spiegelberg reports the result of thirty-five hospital cases 
of ovariotomy performed according to Lister’s antiseptic method in 
its fullest extent, with special reference to the question as to what 
treatment of the pedicle is most suitably combined with the antiseptic 
method. Of these thirty-five cases, only five, or 14 per cent., 
died ; whereas in forty-five operations previously performed by him 
without the carbolic spray, twenty patients, or 45 per cent., 
died. The present series of cases Spiegelberg brings forward to 
show that it is possible, in conjunction with the antiseptic method, to 
adopt the extra-peritoneal method of treating the pedicle with at 
least as great success as if it were ligatured and returned. Of the 
two methods he is inclined to prefer the treatment by clamp. Of 
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nineteen cases treated with the clamp eighteen recovered ; while, of 
sixteen in whom the pedicle was ligatured and dropped, four died. © 
In the latter, however, were included the most difficult cases. The E 
author admits some degree of force in certain objections to the use 
of the clamp—namely, the frequent occurrence of suppuration in the 
lower angle of the wound, the slower healing of the wound, and the 
formation of a broader and less firm cicatrix at its lower angle. He 
does not consider, however, that, with due care, there is any danger 

of the pedicle slipping back into the abdominal cavity, or of — 






























material finding access to the raw end of the pedicle ; and he has not 
found in his experience any deleterious after-effects, either with re-— 
gard to menstruation or pregnancy, from the adhesion of the pedicle 
to the abdominal wall. His great objection to the intra-peritoneal 
mode of treating the pedicle is that pelvic suppuration later on, set — 
up by the presence of the ligatures, is by no means very rare in 
patients thus treated. He therefore concludes that the future of — 
patients with a clamped pedicle is a safer one than that of those in — 
whom the pedicle has been lgatured and returned. —Berlitig : 
Kiinische Wochenschrift, May 5, 1879. | : 


The Operation of Spaying for some of the Disorders of Menstrual Life. 


In a Paper read before the Pennsylvania Medical Society, Dr. 
Goodell relates four cases in which he has performed the operation 
of spaying. The first was for the cure of menstrual disturbances 
dependent upon a fibroid tumour. The patient was a maiden lady, aged 
thirty-three, who had a subperitoneal fibroid tumour, dipping down to” 
the bottom of Douglas’s pouch, and reaching up to a point two 
finger-breadths above the umbilicus and to the left. The uterus 
was anteflexed, and the sound gave a measurement of only three 
inches. Menstruation was profuse, sometimes alarmingly so, lasting 
fully a week. She was never wholly free from pain, but one week 
before each period this pain began to increase, and steadily grew 
worse until it became unbearable, continuing without abatement 
through the period. Thus three weeks out of every four were 
virtu ally spent by her in bed. ‘Treatment being unavailing, extirpa= 
tion eh the uterus was contemplated, but the author was led by the 


months later, it was no larger than a horse-chestnut. | 
In commenting on this case, the author refers to eleven others 
making twelve in all, in which spaying has been performed for fibroi¢ 
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tumours. Of these three proved fatal; but, in each, the ovaries 
were removed by the more hazardous abdominal section. In one 
of Hegar’s cases a hemorrhage occurred after five months, and the 
patient was afterwards lost sight of. In the remaining eight, con- 
valescence was uninterrupted, the menopause was established, the 
tumour became smaller, and the women were virtually cured. 

The second case was one ofa young lady, aged twenty-seven, who had 
great hemorrhage at her menstrual periods, and exquisite suffering, 
not only at these times, but a week before and after. The uterus 
showed no lesion, and the pains radiated from each ovarian region. 
The ovaries were removed by the vagina. The pedicle was tied by 
silk, the others with gut ; this latter broke, and the pedicle was then 
crushed off with the écraseur. Her recovery was a slow one, being 
retarded by a small pelvic abscess, which burst through the incision, 
and discharged the knot of the silk ligature. Menstruation did not 
return, and her health became wonderfully better, so that she deemed 
herself perfectly well. 

The third case was that of a married lady, aged thirty-seven, the 
mother of three children, the youngest ten years old. Her illness 
dated from the birth of this last child. Agonising pelvic pains at first 
entered in the monthly periods, then kept up for some time after- 
wards, and finally never left her. She now became bedridden, and 
an opium-eater. The uterus presented no other lesion than a slight 
enlargement. The ovaries were removed by vaginal incision on May 
20,1878. Fhe hemorrhage was freer than usual; both ovaries seemed 
congested, and one showed a beautiful corpus luteum. Peritonitis 
set in on’ the second day, and, although it was limited to the pelvic 
Tegions, she died on the fourth day. 

_ Inthe fourth case the operation was performed on account of 
insanity, the paroxysms of which appeared to be connected with 
menstruation. The patient was a married lady, aged thirty-eight, whose 
brain had given way from over-anxiety and from over-nursing a sick 
child during the summer of 1875. When seen by the author in 1878, 
She was subject to hallucinations, which came on several days before 
the appearances of her menses, and led her to become so violent as 
toyneed locking up. The attacks lasted during the continuance of 
the menses, and for a week afterwards. Two distinguished alienists 
held out hopes to her husband that with the change of life reason 
would return. The author found a congested and hypertrophied 
Uterus, measuring 3°5 inches, and the left ovarian region ex- 
quisitively tender; the ovaries, however, could not be outlined. 
The ovaries were removed by vaginal incisions on November 1 35 
1878. The patient recovered without a single bad symptom, 
although she twice jumped out of bed within the first week, and had 
to be forcibly put back, and held down. Menstruation did not 
return, but her mental condition has not improved. Notwithstand- 
ing this failure in the cure, the author is intending to remove the 
Ovaries from an epileptic young lady, whose first fit began at her 
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first menstruation, and whose present fits pivot around the monthly 
flux as a centre. 

The chief point in which the author differs from several recent 
authorities is his strong preference for the performance of the opera- 
tion of spaying by vaginal, rather than by abdominal section. This 
is based upon the ground of its greater safety, eleven deaths having oc- 
curred in thirty-one cases of operations by abdominal section, and only 
four deaths out of twenty operations by vaginal section. In the vaginal 
operation he has not yet tried the carbolic spray, but proposes to do 
so. Should it be found impossible to remove the ovaries by the 
vaginal incision he considers that the abdomen can afterwards be 
opened, and the abandoned vaginal incision be utilised, if needful, 
as a drainage opening. 

In the vaginal operation, the author places the patient on her back, 
not on her side, that air may be less likely to enter the peritoneal cavity. 
A duckbill speculum is introduced, and the perineum pulled down- 
wards. ‘The post-cervical mucous membrane is next caught up by a 
uterine tenaculum, and it and the underlying peritoneum are snipped | 
open for about an inch with a pair of scissors, of which he has found” 
Kerschenmeister’s to be the best. The index-finger of the left hand is 
then passed in, the uterus pushed down from above by the right hand, 
and each ovary brought down to the incision by the finger hooked 
into the sling made by the oviduct. The ovary is now seized by 
fenestrated forceps, and brought into the vagina. The pedicle is” 
transfixed by passing a needle, armed with a double gut thread, be- 
tween the ovarian ligament and the oviduct, and each half securely 
tied. The ovary is then removed, the ligatures cut short,’ and the 
pedicles returned. In three of the four cases, the author closed the 
vaginal opening with the suture, but, in the case with the incision left 
unclosed, no protrusion of intestine ‘took place. 

From a collection of published cases of double ovariotomy ductile 
menstrual life, the author finds that out of 132 cases there were fifteen” 
in which regular monthly fluxes continued, and ninein which such fluxes 
were either irregular or lessened in amount. ‘The cause of this unex- 
pected continuance of the menses, he attributes rather to the presence 
of a third or accessory ovary than toa portion of ovarian stroma having 
been unwittingly left behind. Thus Beigel, in 350 autopsies, found 
eight, women with accessory ovaries. The author concludes by ex- 
pressing his belief that the operation of spaying, in carefully selected 
cases, will prove the sole means for curing many mental and physical 
Gouiess of menstrual life, which have hitherto baffled our science, 
and are a standing opprobrium to our profession.—Loston Medical | 
and Surgical ¥ournal, June 19, 1879. a 

Dr. Tauffer, of Buda-Pesth, relates a successful operation of spaying | 
in a case of congenital malformation. The patient was a woman | 
twenty-five years old, who had never menstruated. From the age of | 
fifteen, and more particularly from that of twenty, menstrual molimina | 
had manifested themselves in the shape of severe pain in the pelvis | 
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and back. These attacks gradually increased, and at length became 
SO severe that the patient remained in an unconscious state for hours 
together. Two years beforeshe had married, and after the marriage, 
her atrophic vagina had been made accessible by operation. After 
this the menstrual molimen only became all the stronger. Above 
the blind extremity of the vagina could be felt a hard body, as large 
as a nut (uterus). A band ran obliquely from this through the pelvis, 
on the right and left of which could be felt movable bodies, as 
large as nuts, and painful on pressure, which were concluded to be 
ovaries. 

The operation was performed by an abdominal incision to the 
middle line. The ovaries were drawn into the wound, the pedicles 
tied with silk in two halves, and dropped. The convalescence was 
almost free from any symptom of fever. At the date of the report 
the period of menstruation had passed over three times without any 
inconvenience.— Centralblatt fiir Gynikologie, June 21, 1879. 





Lhe Treatment of Obstinate Retroflexion of the Uterus. 


Dr. Schultze proposes a plan for the cure of obstinate retroflexion 
based upon the behaviour of the uterus in involution after delivery 
or abortion. He has observed that the uterus in such Cases. ir it 1s 
kept by a pessary in normal position during the process of involution, 
will afterwards retain its position unaided, even though the flexion 
may have been of old standing, owing to the renovation of the whole 
tissue which has taken place. He proposes, therefore, to institute a 
process in some degree analogous'to involution, by first of all dilating 
fully the cervix by laminaria tents, and then repeatedly injecting a 
solution of carbolic acid, or a dilute solution of perchloride of iron, 
the effect of which is to excite uterine contractions resembling those 
of labour. After full dilatation of the cervix the finger is first introduced 
into the uterus fully up to the fundus, and by its means reduction is 
effected more safely than by the sound. Moreover, if any adhesions 
exist, tethering the fundus backward, their existence and position can 
thus be clearly made out. During the process of reaction the uterus 
18 kept in place by the author's figure of eight pessary, and he finds 
that, in this way, it becomes sensibly reduced in size, and that the 
pessary may eventually be dispensed with. The author considers that 
dilatation by laminaria tents is quite free from danger if the precau- 
tions recommended by him (Centralbl. fur Gynik., 187 3, NOw7) be 
jtaken. In very nearly 400 cases of their use within a single year, 
jhe has seen not a single one of parametritis, of temperature over 
138° C., or of any other abnormal reaction.—Centralblatt fiir Gynii- 
yeologie, No. 3, 1870. 
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The Necessity for Plastic Operations in Lacerations of the Cervix. 


Dr. Spiegelberg expresses his opinion in favour of the value of, 
and frequent necessity for, the operation introduced by Dr. Emmet 
for the cure of lacerations of the cervix, the result of labour, 
although he admits that Dr. Emmet himself may perhaps have gone 
too far in his estimation of the operation, and that it is not every 
case of slight laceration which requires it. He considers that if the 
lacerations are slight, or if they heal spontaneously, even though of — 
considerable extent, without the occurrence of inflammation of the 
cervix, no further harm results. If, however, the uterus becomes 
slightly prolapsed, and the vaginal walls make traction upon the — 
lips of the os, healing is hindered, and ectropion arises, more 
especially when both sides of the cervix are cleft. Then occur 
symptoms of inflammation of the cervix, and congestion of the whole 
uterus, while sterility may be one of the sequel. These results 
may either depend upon the laceration and ectropion solely, or 
may depend in part upon other causes of inflammation having — 
their origin in the puerperal period. The author, in some cases, — 
scrapes the cervical mucous membrane with the curette a fortnight | 
before the operation. He considers Emmet’s plan of placing a 
constrictor round the cervix to avoid hemorrhage to be unnecessary, 
and, as arule, he does not employ any anesthetic. He freshens 
for the most part with scissors, and unites the edges with two or 
three deep and several superficial sutures of silver wire.—Bres/auer 
arztliche Zeitschrift, 1879, No. 1. y 
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‘Other Symptoms of Nervous Exhaustion.” By G M. 
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“A Case of Enterocele Vaginalis Anterior.” By G. M. B._ 
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mebOUR OBSTRUCTED BY PELVIC TUMOURS: 


IN SPECIAL REGARD TO LAPARO-HYSTEROTOMY, LAPARO- 
ELYTROTOMY AND HYSTERO-ECTOMY, 


By Pror. A. STADFELDT, M.D. 
Continued from p. 291.) 
TUMOURS OF LESS DEFINED NATURE AND ORIGIN. 


Ops. 4.—Mrs. W., thirty-nine years old, had had two 
tedious labours on account of a pelvic tumour. Gave, at 
the end of 1875, by a very tedious delivery by forceps, birth 
feed living girl, yet alive. On the 5th March, 1877, she 
Was once more delivered of a boy (weight about 2500 
grammes) by Dr. Barfod, of this city. Having been called 
he felt posteriorly, to the left in the superior pelvic aperture, 
a hard, arched, oval tumour of the size of an egg, forced 
down below the head, which remained high up in front and 
to the right. The hard tumour was attached to and formed, 
as it were, one body with the pelvis. The pains were 
powerful, but the labour very painful; the exploration of 
the tumour also caused great pain. During expectation 
for some hours the head descended slowly, anteriorly and to 
the right. The forceps was applied, and after a couple of 
Vigorous tractions the head slid, as with a jerk, below the 
range of the tumour, and then the extraction passed off 
easily. The child was alive, the seams and the fontanels of 
the lead being very much displaced, and the (right) os 
frontis, which, during the labour, had looked backward, 
No. LXXVIII.—VoL. VII. BB 
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considerably flattened. An examination, which I made on 
the eighth day, gave, when compared with another examina- 
tion made nine months after, the following result :—From 
about the region of the left sacro-iliac synchondrosis there 
proceeded with a broad pedicle a very firm, slightly-knobby 
body of oval form, and of the size of an ordinary egg. The 
tumour was slightly movable, but not far towards the 
mesial line, and its attachment to the rim of the superior 
pelvic aperture was plainly felt, principally through rectum. 
Pressure on the tumour caused pain, not only on the very 
spot, but the pain extended also downward along the 
posterior aspect of the thigh and down into the great toe of 
the left lower extremity. The boy was, at the last exami- 
nation, yet alive, and well developed for his age. Thevright 
os frontis was yet considerably flattened. 

Wigand found in a woman an “exostosis” on the upper 
and the middle portion of os sacrum. It had reduced 
D.conj.vera to two inches and eight lines. After vain attempts 
with the forceps Perforation was performed. The mother 
lived. - (“ Binige Worte: an d. Herrn Prof. Osiandemm™ 
Hamburg [1801], p. 18). : 

Kratz.—A woman had been delivered four times by natural 
labour. At the fifth birth (four years subsequently) an 
“exostosis” was found on the anterior aspect of os sacraim, 
and nearly attaining to symph. pubis. D. conj. vera in the” 
pelvic cavity, half an inch. Ce@sarian section. Both mother 
and child died. (Medic. Jahrbiicher f. d. Herzcgth. Nassau,” 
V. (9846) p: 254). 

Van Zebe.—A married woman, aged forty-five, had 
been delivered four times without anything amiss ; only, 
after the last birth, a peritonitis. During some months of 
the fifth pregnancy she perceived some difficulty in walking. 
In the labour the os uteri was felt above the pelvic brim, — 
and a “tumour” from os sacrum, about 9 cm. long 
and 5 cm. broad, projected toward os pubis. D. conj. vera” 
was, at the most, 2 cm. After fruitless pains for several 
hours, C@sarian section. The child lived, and the mother 
recovered, albeit the intestines and bladder prolapsed through 
the abdominal wound during a fit of coughing in the child- 
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bed ; no suture had, to wit, been used for the union of the 
abdominal wound. (Axmales de Société d’ Anvers [1845].) 

Marchant.—A woman was delivered the first time, in her 
twenty-sixth year, by natural labour. In second and third 
labours, by embryotomy, on account of the pelvis being nar- 
rowed by a bony tumour from os sacrum. The tumour seems to 
have grown gradually, and in the fourth labour, in her thirty- 
first year, D. conj. vera was, on account of this hemispheric 
“bony tumour” from the anterior aspect of os sacrum, no 
more than §cm. Cesarian section. Both the mother 
and the child lived. (Fournal de Médecine de Bruxelles, 
December, 1864). 

FP. A. Scudday.—A negress had miscarried four times ; 
the fifth pregnancy was completed. The child, extracted by 
forceps, died. In the sixth labour, in her thirtieth vear, S. 
found, after labour had gone on for twelve hours, a “bony 
tumour” proceeding from os sacrum, just below promontorium. 
The distance between the tumour and symph. pubis, 
38 mm. Ce@sarian section. The mother lived ; the child 
died. In the seventh labour, in her thirty-third year, once 
more C@sarian section. Both the mother and the child 
recovered. (According to Harris, on the Cesarian Operation in 
the United States, in American Obstetrical Fournal, iv. [1872], 
Pp. 409-439, and pp. 622-663.) 

W. H. Byford—A woman was delivered the first time by 
natural labour; the second time tediously, and the birth 
succeeded by pain in the left side of the pelvis. In the third 
labour, in her twenty-sixth year, the pelvis was felt nearly 
filled by a “ bony tumour” proceeding from the left os ischii. 
Cesarian section. Both mother and child died. (According 
to Harris, 1. c.) 

Th. Cottmann.—In a primipara, the descent of the head 
was checked by a “bony tumour” from os sacrum, consider- 
ably reducing D. conj. vera. After vain attempts with 
forceps and craniotomy, Cesarian sectton. The mother 
died ; the child, of course, dead. (According to Harris, 1. c.) 

Fordyce Barker—A woman had been delivered three 
times, first time by natural labour, the two subsequent times 
by craniotomy, In the fourth labour, in her thirty-eighth 
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year, C@sarian section on account of an exostotic “bony 
tumour” from os sacrum reducing D. conj. vera to about 
scm. The mother died, the child lived. (Harris, 1. c.) 

Marinus.—In a woman, of twenty-three years, in her third 
labour, M. found a couple of obstructing “ pelvic tumours” 
proceeding from the inner part of the left os ischii. They 
were of bony consistence, and narrowed the pelvis in D. 
transv. After protracted labour, exertions and vain attempts 
with the forceps, Perforation. The mother lived. (Presse 
Medic., xvii. No. 9 [1865]; Extr. in. Schmidt’s “ Jahrb.,” Bd. 
CXKIXp!11823) 

Jones and Kline——A dwarf, of thirty-five years, had an 
‘‘exostosis” on the anterior face of ossacrum. D.conj. vera 
seven-eighths of an inch. Ce@sarian section. Both mother and 
child lived (Harris, Amer. Fournal of Medical Sciences, 
April, 1878.) 

Also in this series of cases the tumours have chiefly 
proceeded from os sacrum. 

It has been rather difficult, both in regard to the size of 
the tumours and to the reliability of the diagnosis, to fix the 
limits for admission of these last less reliable cases. I have 
followed the rule, only to admit those cases in which there 
really has existed during labour an evident mechanical 
disproportion on account of the presence of the tumour, and 
I think that I have, on the whole, hit the right limit, at 
least in reference to the cases known to me. As to the 
choice in regard to the reliability of the diagnosis, it may 
possibly be thought that I have been too strict in my limita- 
tion of the cases. I have, to be sure, beside the afores 
mentioned less reliable cases of older date, excluded from 
my collection a few cases of labour, which others might have 
admitted. J shall thus point out the case of Mestenheuser, 
which is frequently quoted among cases of pelvic osteomas. 
The reports* are, however, so obscure that no precise notion 
can be formed of the cause of the mechanical disproportion 
which led to Czsarian section being twice performed, and if 
I should venture an opinion of the cause in this case of the 


* “ Oesterr. Medic. Wochenschrift,” 1841 (No. 8), and 1844 (No. 18). 
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mechanical disproportion during the labours, I should rather 
be inclined to suggest a past spondylarthrocasis in the lumbar 
or the sacral portion of the vertebral column, possibly with 
subsequent formation of a pelvis obtecta. The case appears to 
me rather the more dubious in all its details, as I know, 
according to reliable communication from Vienna, that the 
woman at her third pregnancy was delivered by natural labour, 
and, as it is stated, without any difficulty of importance. 
All these circumstances have induced me to exclude the 
case of Mestenheuser, 


THE COURSE OF THE LABOUR AND ITS TREATMENT. 


Every reader of the cases related must be strongly 
impressed with the sense of the great dangers incurred by 
mother and offspring by the complication in labour here 
treated of, and also of the very severe operations during 
labour frequently compelled by it. Probably the reason is, 
that only the more serious cases are published of obstructing 
tumours proceeding from the very pelvis; perhaps, also, 
sometimes these tumours pass unnoticed during the labours 
when less voluminous. The said tumours may, however, be 
asserted to possess a strong inclination to grow, and when 
such a tumour is found in a woman in her generative period, 
then, even in the case of the minor ones, the question of the 
eventual treatment of the labour cannot be set aside, but the 
eventuality of a more or less considerable obstruction of the 
passages must be kept in view. 

In the forty-nine cases here related, we find sixty-five 
pregnancies; one woman died during her last pregnancy, 
and there remain, consequently, only sixty-four labours. The 
moiety of the mothers and forty-four of the children died, 
while the fate of three children is uncertain. In six of the 
labours the women died undelivered, and in some of these 
cases ruptura uteri was demonstrated as cause of death. 
We have thus avery unfavourable prognostical result before 
us. I have prepared a comparative Table of the cases in 
regard to prognosis and treatment, and propose now to adduce 
‘it for the sake of a synopsis, 
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No 


Operator 
or 
Author, 


The Nature and Origin 
of the Tumour. 


1 |SeverinPineau| Osteoma on right os pubis 


2 


Qui > > 


“I 


10 
II 


12 


14 


15 
16 


17 


18 
19 


20 


22 
23 
24 
25 
26 
27 
28 
29 
30 
oT 


32 


33 


34 


G. A. Fried 
Gardien 
Leydig 
McKibbin 
Hoffmann 
Behm 
David 
Saxtorph 
(Stadfeldt) 
Denmann 
Colla 
Drew 
Burns 


Grimmel 


Pelligrini 
Scharff 


Mayer 


Elkington 
Stapf 


Kiwisch 
Retzius 
Shekleton 
Putegnat 
Putegnat 
Braun 
Swagmann 


Berry 
Dohrn 


Massarenti 


Pintor Pasella 


Depaul 
Stadfeldt 


Stark 


Osiander 


L. Mayer 


Osteoma from: left side of 
promontorium 
Osteoma from os sacrum 


Osteoma from os sacrum 
Osteoma from os sacrum 
Osteoma from symph. pubis 


Osteoma from os sacrum. 


Osteoma (after formation of 
callus) from os sacrum 
Osteoma from os sacrum 


Osteo-steatoma (fibroma) 
from os sacrum 

Osteo-steatoma (fibroma) 
from os sacrum 


Fibroma from lig. ischio- 


sacral 
Fibroma proceeding from 
the side of the pelvis 
Enchondroma from the side 
of the pelvis 
Enchondroma from os pubis 
Cancerous tumour from os 
sacrum 
Cancerous tumour from os 
sacrum 


Osteo-sarcoma fromos sacrum 
Cancerous tumour from os 
pubis 


Fribroma from right pos- 
terior pelvic angle 
Fibroma from foramen ovale 


Fibroma from os sacrum 

Fibroma from lig. obturator 

Fibroma from the side of 
the pelvis 

Fibroma from the side of 
the pelvis 

Cancerous tumour from an- 
terior parietes 

Cancerous tumour from os 
sacrum 

Fibroma from os sacrum 

Fibroma from os pubis 

Echinococcus from. os 
nominatum 

Fibroma from right symph. 
sacro-iliaca 

Enchondroima from os pubis 


in- 


Fibroma from os sacrum 


Fibroma from os innomina- 
tum 
Fibroma from os sacrum 
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Issue for 
Form of Operation. The The 
Mother. | Child. 
— Died un- D. 
delivered 
Craniotomy 
— Died un- D. 
delivered. 
Ceesarian section BD: 1p). 
Czsarian section D. ibe 
—— Died un- 1D: 
delivered 
xst labour, craniotomy Lived D. 
end labour, Cesarian section} D. Lived 
— Died un- D. 
delivered 
Ceesarian section 
Craniotomy IBY, D. 
Craniotomy Dp. D. 
Excision of the tumour Lived ? 
Excision of the tumour Lived D. 
Czesarian section »: Lived 
Craniotomy iD} p; 
Craniotomy iD). iB), 
1st labour, natural Lived D. 
2nd labour, Czsarian sec-{ Lived Lived 
tion (died 54 
months 
afterward 
from 
cachexia) 
Craniotomy ; : 
Natural labour iD D. 
(weight 
2000 
grammes) 
— Died un- 
delivered 
ist labour, natural Live Lived 
2nd labour, Cezesarian section D. D, 
Craniotomy 1D): iD; 
Ceesarian section D. Lived 
Ceesarian section D. Lived 
Part. promat. artific. D. D. 
Version and extraction 1B) D. 
Craniotomy DD; D. 
Czesarian section D. Lived 
Ceesarian section IBY, Lived 
— Died un- D. 
delivered 
Delivery by forceps D. D. 
1st labour, version. Lived Lived 
2nd pregnancy ; died in its -- —_— 
course 
ist labour, tedious version }| Lived D. 
and extraction ; 
2nd labour, craniotomy Lived ? 
3rd labour, Cesarian section} Lived Lived 
Version and extraction Lived Dp; 
1st labour, craniotomy Lived D. 
2nd labour, craniotomy Lived D. 
3rd_labour, premature Lived D. 


labour induced 
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Operator os Issue for 
The N : 
No) 4 oe ee are Form of Operation. The ;, ‘The 
uthor. Mother. | Child. 
36 | Olshausen Fibroma from os sacrum 1st labour, tedious de- | Lived D. 
livery by forceps. 
2nd labour, premature la-| Lived D. 
bour induced 
37 | Braun Enchondromafrom ossacrum | Cephalotomy Lived D. 
38 | Howitz Enchondromafromos sacrum | 1st labour, cephalotomy. Lived D. 
(Stadfeldt) 2nd labour, premature | Lived D. 
: labour induced 
39 | Wigand Exostosis on os sacrum. Craniotomy Lived D. 
40 | Kratz Exostosis on os sacrum. Czesarian section 1D: D. 
41 | Van Zebe Tumour from os sacrum. Czesarian section Lived Lived 
42 | Marchant Bony tumour from os sacrum | 1st labour craniotomy. 2nd} Lived D. 
labour, craniotomy. 3rd | Lived D. 
- labour, Cesarian section} Lived Lived 
43 | Scudday Bony tumour from os sacrum | 1st labour, Czsarian sec-| Lived : 
tion. 2nd labour, Czsarian | Lived Lived 
section 
44 | Byford Bony tumour from os ischii | Czsarian section D. D. 
45 | Cottmann Bony tumour from os sacrum | Cesarian section Lived D. 
46 | Fordyce Exostotic bony tumour from | 1stlabour, craniotomy. 2nd | Lived D. 
Barker os sacrum labour, craniotomy. 3rd| Lived D. 
labour, Czesarian section 10); Lived 
47 | Marinus Pelvic tumour from os ischii | Cephalotomy Lived ; 
48 | Jones & Kline} Exostosis from os sacrum. Ceesarian section Lived Lived 
Barford Bony tumour from symph. | rst labour, tedious de- | Lived Lived 
(Stadfeldt) sacro-iliaca livery by forceps 
znd labour, tedious deli- | Lived Lived 
very by forceps 











It results from the above synoptic Table that the labour 
only in eleven cases was terminated by nature, or by the 
less violent operations, as delivery by forceps and extraction 
by the feet with or without previous version. Four times 
labour was induced prematurely by art; but there seems, 
quite naturally, to have been an inclination to employ induc- 
tion of premature labour very extremely—that is, to meet a 
high degree of mechanical disproportion, so that the children 
at the induction of labour were close to the limit of capacity 
for extra-uterine life. The children died also, accordingly, in 
all the four cases. 

The method to be followed in labours complicated with the 
LESS VOLUMINOUS PELVIC TUMOURS is sufficiently signified 
by the above short résumé. Induction of premature labour 
is to be employed when the narrowness does not too much 
transgress the limits fixed for the operation in general. I 
believe, however, that frequently in such cases the limit for 
the justifiableness of induction of premature labour can be 
somewhat lowered; since in.some cases the situs of the 
tumour, in others a certain degree of mobility, and yet in 
other cases the compressibility of the tumour, admit of a 
hope of the passage through the pelvis, even in the case of 
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considerable narrowness, of a foetus capable of life. Practical 
experience must decide, in the individual case, if there can be 
hope of a favourable issue—consequently, of the justifi- 
ableness of the operation. 

When the expulsive force is inadequate to complete the 
labour, we can, in the head presentation, according to cir- 
cumstances, choose either forceps or version by the feet— 
eventually with craniotomy in reserve. It is scarcely to be 
doubted that the version by the feet frequently will be most 
suitable in such cases, since we thereby better can control 
the extraction, and conduct the foetus in the most appro- 
priate manner through the pelvis, when this latter has, as 
frequently will be the case, an asymmetrical shape. 
Craniotomy gives, according to the synoptic Table, no good 
prognosis for the mothers, as eight of twenty died; but the 
operation is certainly also frequently performed in the case 
of large tumours, when, notwithstanding the craniotomy, there 
appeared at the extraction a very considerable mechanical 
disproportion. | 

In regard to the treatment of the labour in the case of the 
greater. or THE VERY GREAT TUMOURS, it comes first in 
mind to dwell on the excision of the tumours, as this 
method has given the best prognosis. The excision has been 
performed twice (Cases No. 12 and 13), both times with 
favourable issue. There exist beside in literature a couple 
of kindred cases, which speak in favour of this mode of 
treatment, when practicable. Dr. Drew thus relates another 
instance of pelvic tumour in a lady, who died under symp- 
toms of pressure from it. The tumour, which proceeded 
from the sacro-sciatic ligament, filled nearly the whole pelvis. 
He proposed excision of the tumour, but could not prevail. 
When, however, the patient died, the tumour was easily 
enucleated with the finger, and only a cartilaginous, pedun- 
culate connection with the ligament required the application © 
of the knife. The tumour was sixteen inches in circum- 
ference, and consisted of a fatty, cartilaginous substance. 
Another case is reported by d’Outrepont,* where an ob- 


* “Neue Zeitschrift f. Gbtsk.,” vol. ix. (1840), p. 50. 
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structing tumour is treated of, which during labour could 
not be distinguished from the genuine pelvic tumours, 
although it afterwards proved to be a tumour proceeding 
from the connective tissue in the lower part of pelvis. The 
case is as follows :—In a secundipara of twenty-eight years 
there was found a fibro-cartilaginous tumour proceeding 
from, or immovably seated against, the left os ischii; it 
attained nearly to the opposite side of the pelvis, and the 
transverse diameter at the pelvic outlet measured only one 
and a half inches. D’Outrepont was prepared to excise the 
tumour, or eventually to perform Cesarian section; but 
quite unexpectedly the labour was terminated by nature 
after labour had softened the tumour. The child had been 
born in breech presentation, was mature, in asphyxia, but 
revived. Ten weeks after the tumour was excised by Textor, 
and the woman recovered. It weighed eleven to twelve 
ounces; but was, as said before, connected neither with 
periosteum nor with the bones of the pelvis. 

These experiences afford a strong incentive to treat labour 
associated with obstructing pelvic tumours by excision, and 
rather so as this mode of treatment must be accounted to be 
the most rational. The excision will, however, only in a 
minority of cases be practicable, since, if the operation is to 
be conducted without too great dangers, it is requisite both 
that the tumour be seated low down in the pelvis, and that 
it be not too firmly or too extensively connected with ele- 
ments of the pelvis. It may frequently be difficult to decide 
whether the latter condition for the justifiableness of the ex- 
cision—I mean the slighter connection with elements of the 
pelvis—really is present ; because the tumour may, during 
labour, be found so firmly pressed against the pelvis that it 
becomes difficult to decide whether it be a tumour from the 
connective tissue in the pelvis, a pedunculate tumour from 
elements of the pelvis, or a tumour proceeding from a more 
extensive surface of the pelvis. I must, however, also re- 
garding the question of excision, consider it to be of less 
importance, whether certain knowledge of the relation in this 
regard of the tumour can be obtained. This condition 
must, in my opinion, at all events be of secondary import- 
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ance ; whereas it is absolutely necessary, if the excision is 
to be attempted, that the site in the pelvis of the tumour be 
favourable for this operation. In this regard I consider the 
tumours proceeding from the sides of the lower portions of 
the pelvis to be specially propitious for attempts at excision. 
The operation is, to wit, in these places, comparatively easily 
performed ; and it can, beside, be decided with certainty 
whether the tumour be extra-peritoneal, or if it be an intra- 
peritoneal tumour having gravitated downward; in which 
latter case I trow, as a rule, all attempts of excision are 
contra-indicated. If the tumour, on the contrary, proceeds 
from the anterior pelvic parietes, the proximity of the bladder 
and the urethra will easily render the excision impossible ; 
and when the tumour is situated very far back in the pelvis, 
the operation will be combined with so great danger, or 
the clinical distinction between tumours of the pelvis and_ 
abdominal tumours having gravitated down, at times, be so 
difficult, that all idea of excising the tumour must be aban- 
doned. It is self-evident that we, in all cases of a genuine 
osteoma, must abstain from attempting excision, the which 
operation thus ought to be reserved for the so-called osteo- 
steatomas solely. 

It appears to me to be deducible from this exposition 
that the chief condition for attempts of excision during labour 
of the pelvic tumours must be, that it bea so-called osteo-stea- 
toma, with a low site and proceeding from the region of the 
ischial bones or sacro-sciatic ligaments. But in such cases I 
believe also that the excision ought to be attempted ; because, — 
if the operation can be completed, the obstruction to the labour 
will be removed in the mildest manner; while, on the other 
hand, the final result in regard to life or death is not affected 
in any essential degree by the attempts at excision proving 
futile. 

The operation requires caution and endurance from the 
operator, but it is hardly particularly difficult, and antiseptics 
will remove a part of those dangers which, in times past, 
were coupled with the operation. Under carbolic spray a 
long incision is made through the cutaneous and adipose 
layers at the side of the labium majus concerned and con- 
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tinued to the side of the anal orifice. After having tied 
the wounded vessels, the operator must with his fingers, or 
with blunt instruments, while gradually working his way 
onward, try to disengage the tumour on all sides from its 
surroundings. The firmer connections can be divided cau- 
tiously with scissors or bistoury. If he succeeds in removing 
the tumour, the labour can be treated according to the usual 
rules, and the wound afterward be united and dressed. If, 
on the contrary, the excision cannot be accomplished, the 
labour will have to be treated according to the usual rules, 
on which we subsequently shall have an opportunity to 
dwell. 

Yet another method of treating the labours associated 
with pelvic tumours may be conceived, by which, as by the 
excision, one tries to dispose of the difficulty by removing 
fie obstacle. I allude to Puncture. Puncture is one 
of our best remedies in the case of cystic tumours which 
have gravitated down in the passages in advance of the 
foetal part ; but in regard to the tumours proceeding from 
the very pelvis, puncture, indubitably, has a very narrow 
scope, as the so-called osteo-steatomas but rarely are cystic, 
or, at any rate, rarely have cystoid cavities so large that the 
evacuation of the contents would be likely to cause the 
tumour to collapse to any marked degree; for this, beside, 
the mesh-work between the cystoid cavities is, as a rule, too 
solid and thick. Neither is there, among the cases of pelvic 
tumours cited, a single one in which puncture was employed 
during labour ; and in the few cases in which puncture was 
employed at other periods in the course of the disease, the 
Operation appears to have been without result (eg, in 
the case No. 17). 

I have, however, encountered an observation of Spaeth, 
which perhaps may be said to belong here, although I have 
not considered myself entitled to quote it among my cases. 
It was acase of echinococcus tumour apparently proceed- 
ing from periosteum or the region of the right sacro-iliac 
synchondrosis. The history of the labour is reported in 
“ Aerztlich. Bericht d. k. k. Gebar- und Findelanstalt, 
zur Wien fiir Jahr., 1864,” p. 29, and as it is not mentioned 
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in Wiener’s and Hausmann’s collection of cases* of echino- 
coccus tumours as obstruction in labour, the case of Spaeth 
may also, for that reason, merit to be saved from oblivion. 
In a primapara, aged twenty-three years, the upper part of the 
lower pelvis was found considerably occupied by an immov- 
able, roundish, fluctuating but very tense tumour, which 
issued from the right concave pelvic angle. The vacant 
space in the pelvis was so inconsiderable, that only two 
fingers could be introduced into the left side of the pelvis to 
the highly placed os uteri. The head was presenting. 
Puncture was made with a trocar, and a puriform liquid 
with numerous elements of echinococcus tumours was emptied. 
The tumour collapsed after the puncture, and the labour was 
terminated by nature ; the child was alive. The mother was 
examined when about leaving the hospital, and there was 
then yet found in the right concave pelvic angle a longish 
tumour, thick as a thumb. This case may possibly, as said 
before, be counted among the pelvic tumours, but the punc- 
ture will, at any rate, be appropriate under similar circum- 
stances; neither will one be likely to hesitate to avail 
oneself of puncture in presence of those, no doubt, rare cases 
of pelvic osteo-steatomas in which greater cystoid cavities 
might be encountered. 

If inthe treatment of the labour we cannot succeed either 
by excision or by puncture in removing the tumour, and thus 
do away with the obstruction of the passages, the termina-_ 
tion of the labour must be attempted in spite of the 
obstruction. We will now review how this is realised in the 
combined casuistics. 

Crantotomy was employed twenty times, and must be consi- 
dered an important link in the chain of treatment of 
obstructing pelvic tumours, even if they be rather voluminous. 
It is, indeed, frequently impossible to estimate from the very 
commencement whether the birth can take place bythe natural 
passage or not, because the size of the foetus, and particularly 
the compressibility of the tumour, are of great consequence 
in this regard. There are among thecases several instances 


* Archiv f. Gyndkologie, Bd. xi. and xii. 
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of the labour having unexpectedly been terminated by 
nature; I shall thus direct attention to the case of 
d’Outrepont and the case No. 19. A certain amount 
of expectation, therefore, becomes frequently necessary, 
particularly in cases of “osteo-steatomas,” because the 
labour in these cases may act on the tumour both by 
compression and by softening. The consequence of expecta- 
tion may, however, easily be that the vital power of the 
foetus becomes wealfened, that we in consequence sacrifice 
the child, prefer to perforate it and try to extract it per 
Wias naturales, rather than expose the mother to the 
dangers of sectio Cesaria or kindred operations. It is the 
frequently recurring dilemma for the accoucheur ; whether 
to slay the child with less danger for the mother, or to try 
to save the life of the child with greater danger for the 
mother; and it is, I believe, difficult to say which cho‘ce 
contributes the more to the preservation of life. Craniotomy 
is, indeed, well known to be an operation dangerous also for 
the mothers—eight of twenty died—and there is no doubt 
that craniotomy, with subsequent extraction, in many of 
of the cases here cited, has been performed under so perilous 
and difficult circumstances, that sectio Czsaria would have 
been preferable, particularly if due regard had been had to 
fie life of the child. The reporter of the case No. 17 
speaks also to the same purpose. It is the tenet that the 
life of the mother, in the case of mechanical disproportion 
during labour, demands the greater regard which induces the 
accoucheur to prefer craniotomy to sectio Cesaria, when 
thereby a tolerably fair prospect is obtained for delivery per 
vias naturales. This view is also, according to my opinion, 
justifiable whenever there is the least reasonable doubt of 
the vital capacity of the child, and it can be excused when, 
once in a way, in order to spare the mother if possible, a 
mistake is made. But I believe, on the contrary, that in 
all cases where an impediment to the labour exists on 
account of malignant and destructive pelvic tumours, which 
in a short time will cause the death of the woman, that 
mode.of delivery should unconditionally be chosen which 
is the most merciful to the child, whenever a living foetus is 
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concerned, even if the mother should incur greater danger ; 
consequently, sectio Czesaria or similar operations should be 
preferred to craniotomy. If we under such circumstances, 
when expectation leads to no result, should perforate the 
foetus for the benefit of the weak vital frame of the mother, 
we should carry our respect for the life of the mother to an 
unwarrantable extreme. , 

When at the very beginning of the labour, or later during 
its course, all hope must be abandoned of bringing forth 
the foetus through the passages, it only remains to deliver it 
by other means. It was until quite lately sectio Cesaria 
to which generally under such circumstances recourse was 
had; but in these present times this operation has gained 
two dangerous rivals in the hystero-ectomy and the laparo- 
elytrotomy, which decidedly have a prospect of success. 

LAPARO-HYSTEROTOMY, or Czesarian section, was per- 
formed twenty-one times in our collection of cases, whereof 
twice on one woman. Thirteen of the mothers died, eight 
survived the operation. If we dwell on the issue for the 
mothers, which concerns us more here, the mortality after 
Cesarian section in the case of pelvic tumours becomes 
62 percent: 

I have elsewhere, in accordance with other inquirers, 
pointed out that no estimation of the prognosis after 
Cesarian section can be founded on an accumulation of 
statistics drawn from literature, because, regardlessly of all 
other causes of the perversion of the image, it is natural that 
these statistics chiefly record the cases in which the result of - 
the Czsarian section has been favourable. The prognosis 
after the operation can, however, neither be calculated 
according to the result in the lying-in hospitals, because 
however more reliable the statistical materials are here, the 
sanitary state in these institutions has, on the other hand, 
until of very late, been so unfavourable for the issue of the 
Cesarian section performed within their walls, that statistics 
calculated according to these materials become unreliable. 
It is consequently very difficult to get a correct estimation 
of the prognosis of Czsarian section expressed in numbers, 
and it can, at all events, only be effected by limiting the 
inquiries within lesser territories, in which the knowledge of 
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the literary resources of a more local character, extracts of 
the public statistics, and a certain knowledge of persons 
make it possible to acquire a proportionately complete 
knowledge of the number of Cesarian sections and of 
the result in the individual cases. 

In this regard we are tolerably favourably situated in the 
Northern countries, since both the narrow limits of the 
territories and the rather reliable statistical materials facilitate 
the task. I have tried to get information on the Czsarian 
sections performed in Denmark and Norway, and the result 
of my researches is as follows :— 


Cesarian Section in Denmark and Norway. 














ao 
Sid Issue | Issue 
s.° &| Operator. | Year. Indication, for for 
& 38 Mother.} Child. 
t | Schlegel | 1813 | Coarctation of the soft D Living |In. Bibl. for Loger, 1815 
passages 
2 | Nyrop 1843 | Pelvic coarctation D D Ugeskr. for Loger, Bd. viii, 
Bon Stein 1843 | Fibroma in collum uteri D D Ugeskr. for Loger, Bd. ix. 
4 | Ortmann | 1853 | Pelvic coarctation D Living |Siindhedscollegies Aars- 
beretning 
5 | Weihe 1854 do. D D Bibl. for Loger W.R., 
Bd. vi. 
6 | Stadfeldt} 1870 do. D Living, |‘‘ Det mekaniske Misfor- 
alive yet} hold tinder Fédslen.” 
1872 
7 | Heiberg | 1871 do. Living D Hosp. Tid, xv. Bd. xxvi. 
8 | Stadfeldt| 2876 do. D D__ {Reported for the first time. 
9 | Chiewitz | 1876 do. D D do. 
nan ha a ce eer ene SS See, ee 
gf 
a = © arn 5 Issue | Issue 
$.5 = Operator. | Year. Indication. for for 
Res Mother.| Child, 
eae 


Backer | 1843 | Pelvic coarctation D D Faye and Schonberg : 
Fodsels, statistik for 
Norge. Christiania, 


1865 
2 Walther | 1847 do. D D Ibid. 
3 | Sdeberg | 1849 do. D Living Ibid, 
4 | Bryn 1850 do. D D Ibid. 
5 | Faye 1852 | Fibrous tumours in fossa D Living Ibid. 
Douglassi : 
6 | Baumann) 1854 | Pelvic coarctation Died on} D Ibid. 
the 25th 
day after 
having 
got out 
of bed , ‘ 
7 | Bull 1858 do. D Living Ibid. 
8 | Trisak 1860 | Lipoma in the wall of D D Ibid. 
: vagina aa : 
9 | Lossius | 1861 | Pelvic coarctation D Living Ibid, 
to | Wallde 1863 do. D Living Ibid, 
tz | Lindboe | 1870 do. D Living | Indberetning fra Norges 
Indre-Departement 
12 | Dedichen! 1874 do. D D Ibid. 
i 


a eae 
In all, 21 cases. 20died, 12 died, 
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The summing-up of this list gives the sad result that the 
mortality after Cesarian section in Denmark and Norway has 
been 95 per cent. 1 have encountered a minor, joa 
as it appears equally reliable, report concerning the Duchy 
of Nassau, by P. Thewalt.* Out of 311,409 labours in the 
years 1821 to 1843 inclusive, eleven Czsarian sections have 
been performed on living persons, thereafter ten deaths, 
consequently a mortality of 91 per cent. Of 9¢m— 
thirty-two cases thus adduced, only four were performed in 
lying-in hospitals ; consequently this, for the issue of the 
operation, unfavourable circumstance cannot be said to have 
been of any signal importance. The mortality is, neverthe- 
less, 93:7 percent: 


(Zo be continued.) 


THE 
OPERATIVE TREATMENT FOR CONGENITAL 
ABSENCE OF THE VAGINA WITH RETENTIO§@ 
OF MENSES. 


By ALFRED Lewis GaLaBin, M.D., F.R.C.P. 
Assistant Obstetric Physician and Joint Lecturer on Obstetrics to Guy’s Hospital ; 
Examiner in Obstetric Medicine to the University of Cambridge. 

THE comparatively rare cases in which retention of menstrual 
fluid arises, not merely from an imperforate hymen, or from 
the presence of a transverse septum at some part or other of the 
vagina, offer considerable difficulties in respect of treatment. 
Not only is there the well-known risk of serious septicamic 
or inflammatory symptoms, and even of death, which attends 
any evacuation of retained menstrual fluid, when the quantity 
of fluid is large, and the cavity in which it is contained widely 
dilated, but the artificial passage has often a strong tendency 
to contract or close, while the extent of its surface increases 
the chance of septic absorption. 

Judging from the few cases of this nature which have been 
recorded in England, the general balance of opinion appears 


* “Medizin. Jahrbiicher fir d. therzogth. Nassau,” V. & C., 1846. 
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to have been in favour of making the artificial opening per 
rectum, and endeavouring to keep it permanently open, so 
that menstruation may habitually take place by this channel. 
Thus, Dr. Matthews Duncan, in summing up the results of 
experience upon this subject, condemns the attempt to make 
and maintain a passage in the natural position of the vagina 
as one which is vain, painful, and dangerous, and likely only 
to result in vexation. Numerous drawbacks, however, exist 
to the practice of operating per rectum. In the first place, 
it is a confession of failure in remedial surgery to leave the 
deformity without any attempt at cure; and there is, more- 
over; the possibility to be considered that if the woman be 
married—and marriage has often been entered upon in such 
cases without any suspicion of deformity existing—and 
coitus be, in any imperfect way, possible, pregnancy may 
result, a most unfortunate condition in such circumstances. 
Moreover, the risk of allowing septic material to enter the 
cavity which had contained the menstrual fluid, and so setting 
up septic inflammation in its interior, would seem to be 
greater when an opening is made communicating with the 
rectum, than when it is made from an external surface. This 
is illustrated by a case mentioned by Dr. Godson at the 
meeting of the Obstetrical Society of London on April 2nd, 
1879. In a case of retention of menstrual fluid due to 
imperforate hymen, he adopted the plan of puncturing with 
a very fine trocar per rectum, instead of incising the hymen. 
Two days after the puncture the patient became very ill with 
Symptoms of septicemia, and the abdominal swelling was 
found to have increased again to as great a size as before. A 
free opening having then been made in the hymen, a large 
quantity of most foetid gas escaped from the uterus and 
vagina. <A risk of this kind is obviously most to be dreaded 
in cases in which the amount of retained fluid has been very 
considerable, so that the Fallopian tubes, as well as the uterus, 
are likely to have shared in the distension. Records of cases 
also show that it is by no means always easy to maintain 
patent the artificial opening made per rectum. 
The following are the results of a few cases recorded in 
Bneland :— 
No. LXXVIII.—Vot. VII. Ce 
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CASE I.—Dr. Braxton Hicks* relates the case of a girl, 
aged eighteen, in whom the vagina was absent, and only a 
thin septum separated the bladder from the rectum. The 
uterus was distended to the size of a fist. The retained 
menstrual fluid was evacuated by passing in a trocar from 
the rectum. No very alarming symptoms followed, but the 
opening closed up again. Seven months later the uterus 
was again distended. The trocar was again passed from 
the rectum, and on this occasion was left in for six hours. — 
For some months afterwards menstruation took place through 
the rectum, but it is not recorded whether this still continued — 
after a considerable interval. 

CASE IJ.—Dr. Hicks records a second case, in a married 
woman, aged twenty-eight, in whom the uterus was mode- 
rately distended. The vagina was absent, but the septum 
between the bladder and rectum pretty thick. An attempt 
was made to open up a passage in the natural direction by 
successive stages, and two operations were performed, the 
uterus not being opened. The woman, however, then became 
disgusted with the treatment, refused further operation, and 
was afterwards lost sight of. 

CASE III].—The next case is one which illustrates the 
extreme difficulty of keeping open an aperture made per 
rectum, having been recorded in the first instance as a com- 
plete success. It is related by Mr. Baker Brown.t The 
patient was fifteen years old, and the vagina appeared 
entirely absent. Mr. Teale, of Leeds, had previously made 
a fruitless attempt to make one. The uterus was enlarged 
to the size of four months’ pregnancy. The uterus was tapped 
from the rectum, and the canula left in for two weeks. After 
the operation the patient had symptoms of peritonitis for a 
few days. Six weeks later she menstruated through the 
rectum. In the following year the sequel of this case was 
recorded. The opening having closed, the uterus was tapped 
again, and the canula kept in one month, after which a spiral 
coil of wire was introduced in the opening. Nevertheless, it 
closed again after the coil was removed. A third tapping 
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was performed, and this time a pouch of the bladder was 
accidentally punctured by the trocar. A special instrument 
was then constructed and worn for two months, after which 
menstruation took place twice through the rectum. At this 
point the history closes. 

CASE IV.—A case in which the attempt was made to open 
up a passage in the normal direction is recorded by Dr. 
Routh.* The patient was fourteen years old, and the uterus 
was distended by retained menstrual fluid. The author had 
wished to puncture in the first place by the rectum, but after 
consultation with his colleagues, decided to attempt to open 
up a vagina. After dissecting up a passage, the uterus was 
perforated by a trocar, and a weak solution of iodine after- 
wards injected. Death took place on the seventh day, and 
at the autopsy a tea-cupful of grumous fluid was found in 
the peritoneal cavity. There was perforation in a sloughy 
and dilated Fallopian tube. The opposite tube was still dis- 
tended and the fluid could not be squeezed from it into the 
uterus. 

It is thus clear that there may be serious risk in attempt- 
ing to open up a vagina ; and it is stated that Dupuytren, 
after trial of this method, gave it up as too dangerous. Sir 
James Simpson also regarded puncture per rectum as prefer- 
able in congenital atresia, and recommended the opening per 
vaginam only in cases of secondary occlusion from traumatic 
causes, 

A valuable Paper by Dr. Emmet, published in the Gyne- 
cological Transactions, vol. ii, and embodied also in his 
recent work on the “ Principles and Practice of Gynecology,” 
contains the records of an unusually large number of cases of 
vaginal atresia to have occurred in the practice of a single 
observer, the results of which are so favourable as apparently 
to justify a more sanguine estimate than heretofore of the 
resources of surgery in the treatment of this deformity. Out 
of thirteen cases of vaginal atresia there recorded, there were 
two of the kind which I am considering in the present 
Paper. 





* Obstetrical Transactions, vol. xii. 
CC. 2 
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CASE V.—The first was that of Miss L. O., aged seven- 
teen, who had never menstruated, although for two years 
previous there had been every month an increase of backache, 
nervous disturbance, and feeling of pressure in the pelvis. 
The uterus was distended, as well as a small portion of the 
vagina, or rather posterior cul-de-sac, for from the rectum a 
marked depression could be felt along the junction of the 
vagina and the uterus. Fluctuation could be detected in the 
rectum by making pressure with the other hand on the 
fundus through the abdominal wall. 

Dr. Emmet, on November 1, 1870, opened a passage by 
tearing apart the tissues, to a depth of about three inches 
to the uterus, without using knife or scissors except for the 
first superficial incision. He thus evacuated between eight and 
nine ounces of retained menstrual blood, of the usual tar-like 
consistency. The uterine cavity was washed out thoroughly 
with warm water, and a Sims’s vaginal dilator of glass, of the 
full size, was at once introduced. With the exception of a 
slight febrile action on the third day, there was no disturb- 
ance, and three and a half months later, after menstruating 
twice without difficulty, she returned home with the vagina 
open and healed. About two years later she presented her- 
self again. An hourglass-shaped contraction of the vagina, 
about half an inch in front of the cervix, through which the 
finger could be passed with difficulty, was then found. This 
corresponded with the point at which an opening was made 
between the new passage, and the upper portion of the vagina 
when distended with blood. The encircling band was 
divided, and healed over a glass dilator. Some constriction, 
however, at this point again recurred, but entailed upon the 
patient no inconvenience. It will be observed that in this 
instance the capacity of the vagina for married life was not 
tested. | ik 

CASE VI.—The other case was that of Miss A. L., aged 
fifteen and a half. She had never menstruated, but, eight 
months previous to admission, she began to suffer from pain 
at the hypogastrium, lasting two or three days, and recurring 
every month with increasing severity. The external organs 
of generation were well developed, but, on separating the 
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labia, a sulcus was seen terminating in the urethra. ° An 
elastic mass was felt in the abdomen like the uterus at the 
fifth month of gestation. 

Dr. Emmet operated on March 14, 18 76, by snipping 
with scissors in a vertical line below the urethra. Two 
fingers of the left hand were then introduced into the rectum, 
and a sound was held by an assistant in the bladder. Dr. 
Emmet then separated the tissues widely by the fingers, until 
he had advanced about two and a quarter inches in the median 
line, and the septum between his finger and the fluid was 
reduced to a few lines in thickness. He then introduced a 
small trocar, and drew off some twenty-four ounces of fluid. 
The aperture was then enlarged by opening the blades of a 
pair of scissors, the uterus washed out with hot water, and a 
glass dilator inserted. Febrile symptoms commenced after 
twenty-four hours, and the pulse rose to 140, and temperature 
as high as 103°7, the abdomen being tympanitic. Cellulitis 
on the left side was afterwards found, extending behind ‘the 
uterus, and on the tenth day the use of the dilator was aban- 
doned. The patient recovered after the careful use of antiseptic 
injections. Eleven months afterwards, she was found to have 
‘menstruated regularly, but the upper portion of the vagina, 
in front of the uterus, was so constricted that the index- 
finger could scarcely be passed. 

The points upon which Dr. Emmet chiefly insists are, 
that the artificial opening should be made in the natural 
Position of the vagina, and not per rectum ; that the opera- 
tion should be performed at one sitting, and not by stages ; 
that the canal should be made by tearing, and not by cutting ; 
and that a Sims's dilator of glass should be at once intro- 
duced. In this way he expects that the tendency to ‘con- 
traction, so marked after the making of a passage by cutting, 
will be entirely obviated ; and in one instance, in which no 
uterus could be detected, he was so far successful in making 
an artificial vagina that the patient afterwards married, and 
was happy in her marital relations. 

In the following case, which came under treatment before 
the appearance of Dr. Emmet’s Paper, I endeavoured, under 
apparently very unpromising circumstances, to test the possi- 
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for married life. Although the result was by no means fully 
satisfactory, the case may serve to illustrate some of the 
difficulties which may be met with. 

CASE VII.—Alice H.,aged sixteen, was admitted into Guy’s 
Hospital on July 19, 1876. She had never menstruated, 
but in December, 1875, she suffered from pain in the lower 
part of the abdomen, lasting a week. In March the pain 
recurred, and lasted for a similar time. From this time it 
was repeated at intervals of from four to five weeks. It was 
of an intermittent and spasmodic character, and was felt both 
by night and day. In June she first noticed a swelling in 
the lower part of the abdomen, and about the same time she 
began to have difficulty in passing her urine, which came 
away drop by drop. | = 

At her admission, a swelling was found above the pubes, 
reaching about half-way to the umbilicus, and somewhat 
elastic. The mons veneris, labia majora, and also the breasts 
were fairly developed. Between the labia there was only a 
slight depression, lined by mucous membrane. The meatus 
urethre opened further back than usual, and was quite close 
to the margin of cutaneous surface which apparently repre- 
sented the fourchette. It was therefore at first thought 
probable that this small canal might, in development, cor- 
respond to the blended urethra and vagina. On passing a 
probe into it, however, it did not appear to lead anywhere 
except into the bladder. On rectal examination, the lower 
part of the tumour felt by the abdomen could be reached, 
and was found to fill up a great part of the pelvic cavity. 
Its lowest portion was distant about three inches from the 
vulva. It felt firm, and but slightly elastic, as if its walls 
were of considerable thickness, On passing a sound into 
the bladder, while the finger was introduced into the rectum, 
the septum between the two was found to be extremely thin, 
and no cord or thickening, such as might represent an unde- 
veloped vagina, could be detected. 

The patient and her friends were at first unprepared to 
consent to an operation. She therefore left the hospital for 
a time, and was readmitted on October 28, 1876, the 
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pains having meanwhile continued to recur with increased 
severity. The swelling was then found to have increased, 
and reached nearly up to the umbilicus. One of the periods 
of spasmodic pain commenced on November 1, and con- 
tinued up to November 6. There was now scarcely any 
remission in the pain. 

On November 13, an operation was undertaken in the 
hope of making an artificial vagina by tearing the tissues 
apart and evacuating the retained menstrual fluid at one sit- 
ting. A superficial transverse incision was made between 
the meatus urethre and the margin between skin and mucous 
membrane posterior to it, since there was no space whatever 
to allow of any vertical incision. A sound was passed into 
the bladder and held there by an assistant, and the index- 
finger of the left hand was kept, for the most part, in the 
rectum, to assist in making it possible to keep midway 
between rectum and bladder. The passage was made en- 
tirely by tearing, and not by incision, and this was done 
mainly by the fingers of the right hand. Occasionally, how- 
ever, a blunt raspatory, of the kind used for scraping bone, 
‘was employed to aid in separating the denser portion of the 
tissue. The passage was made very wide from side to side, 
especially towards its upper part. When the firm mass above 
‘was reached, it was pierced by the blunt point of the raspa- 
tory, and the opening enlarged by tearing it widely from 
side to side. About twenty ounces of fluid, dark, thick, 
treacly, and inodorous, then flowed out. On passing the 
finger into the cavity, its lower portion was found to be of 
somewhat irregular shape, extending some distance backward, 
as if it consisted in part of the dilated posterior vaginal cul- 
de-sac. It had, however, thick walls, smooth internally like 
those of the uterus. About two inches higher up, a circular 
‘constriction could just be reached, which was thought to be 
Probably the internal os uteri. Nothing like the vaginal 
portion of the cervix, or external os, could be discovered. 
After the fluid had flowed away as completely as it would do 
‘Spontaneously, the cavity was thoroughly washed out with a 
warm weak solution of iodine (tr. iodi 3ij ad aq. Oj). Through- 
out the operation there was no bleeding of any importance, and 
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both rectum and bladder were avoided, although there seemed 
to be little more than the mucous membrane separating the 
artificial passage from either cavity. 

An hour and a half after the operation, the patient had a 
severe rigor, and at 9.30 P.M. the temperature was 101° 6, 
pulse 144. The uterus was then again washed out with an 
antiseptic solution, and this was continued at frequent in- 
tervals. Notwithstanding, although the discharge never 
became in the slightest degree offensive, the patient had 
rather severe symptoms resembling septicaemia, and the ap- 
pearance of her face resembled that seen in peritonitis, 
although she never had any tympanites, nor complained of 
pain in the abdomen, while tenderness was but slight, and 
limited to the hypogastrium. She always described herself 
as feeling pretty well, even when her appearance and general 
symptoms were alarming. The highest temperature was 
reached on November 15, when it was 1044, pulse 152. 
On the 16th it was 103°, and from that time gradually 
subsided, although it did not become permanently normal 
till after December 27. She was treated throughout by five- 
grain doses of quinine every four hours. | 

On November 25, a mass was felt in the middle line, dull 
on percussion and rising out of the pelvis half-way to the 
umbilicus. It appeared to consist of the uterus with some 
inflammatory thickening around it. The access to the uterus © 
continued to be free, and its cavity was not again distended. 

It had been intended to introduce a dilator after the lapse — 
of a day or two, allowing that interval for the escape of any 
fluid which might have been retained in the Fallopian 
tubes. The severe symptoms which supervened, however, 
rendered it impossible to use one for more than two weeks. 
I am now disposed to think that Dr. Emmet’s plan of intro- 
ducing a glass dilator immediately after the operation would 
have been preferable. 

On November 27, the length of the uterus above the point 
where the distended cavity had been opened was found to 
be three inches, and still nothing resembling an ordinary 
vaginal portion could be felt. 

On December 3, the artificial vagina was found to be de- 
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cidedly contracting ; and, since the temperature had become 
nearly normal, an attempt was made to keep it dilated by 
means of hydrostatic india-rubber dilators. These were 
continued from time to time up to December 26, but had 
frequently to be discontinued for a day or two, on account 
of the increase of pulse and temperature which they produced, 
although little or no pain was felt. On December 12, an 
abscess was found on the right side of the sacrum, near its 
junction with the coccyx. It was opened under carbolic 
spray, and dressed antiseptically. 

On December 26, a dilator of vulcanite, more flattened in 
an antero-posterior direction than that of Sims’s, was intro- 
duced in place of the hydrostatic dilators. After a few 
days, however, it was found that the patient’s urine ran away 
from her when she wore this instrument. No opening into 
the bladder could be felt, but the upper extremity of the 
artificial vagina was found to have contracted up very closely. 
On passing a Priestley’s dilating sound through this constriction 
and expanding it, urine escaped. It was clear, therefore, that 
the pressure of the dilator had caused ulceration through the 
thin septum into the bladder. It was therefore necessary to 
abandon the use of the dilator, and there was never any in- 
continence of urine except while it was being worn. When 
the patient left the hospital on January 28, a vagina about 
an inch in depth remained of fair size, and clothed with a 
Surface resembling mucous membrane, but the upper part of 
the passage had contracted up to quite a small calibre. 

After this time she continued to menstruate through the 
artificial passage scantily and rather irregularly, but without 
much pain, and completely recovered her general health. It 
was impossible, however, to pass a sound into the uterus. 

In October, 1878, the patient was again admitted, her 
mother being anxious that she should be rendered marriage- 
able, if possible. An operation was performed in a manner 
similar to the previous one, commencing with a superficial 
transverse incision at the bottom of the artificial pouch. A 
firm cicatricial band was felt by the finger in rectum, ex- 
tending up to the uterus. In remembrance of the subsequent 
Opening into the bladder which had occurred on the former 
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occasion, the new passage was kept posterior to this cicatri- 
cial band, and quite close to the rectal mucous membrane. 
It was made entirely by tearing with the fingers and raspa- 
tory as before, but the cicatricial character of the tissue 
rendered the process more difficult. The opening into the 
uterus could not be detected. The upper part of the passage 
was therefore made very wide, and somewhat posterior to the 
lower extremity of the uterus, and a Sims’s dilator of glass of 
full size was at once introduced, and worn continuously. On 
this occasion no febrile disturbance followed the operation. 
The patient could not, however, pass her urine while the 
instrument was in place, About three weeks after the 
operation the dilator was inadvertently left out for about six 
hours, and at the end of this time the upper part of the 
passage was found to have so contracted that it could not 
again be introduced. It was necessary, before doing so, to 
place the patient under chloroform, and again tear the tissues 
apart by the fingers. Six weeks after the operation the 
patient went home, still wearing the dilator continuously, 
Menstruation continued regular through the passage, although 
the opening into the uterus could not be detected. The 
patient returned for inspection once a month, and at the end 
of three months after her leaving the hospital, it was found 
that, on removing the dilator, a little urine escaped, although 
she had no incontinence whilst wearing it. On examination, 
a small opening into the bladder was detected, just in front 
of the uterus. It was therefore clear that this had been pro- 
duced by pressure of the dilator, notwithstanding the cicatri- 
cial tissue which had been purposely left anterior to the 
newly-made passage. The dilator was then discontinued, 
and the upper part of the passage, which appeared not yet 
to have acquired any covering of epithelium, contracted up 
again in a few days. There was no incontinence of urine, 
even for a single day. 

The open part of the passage now remains deeper than 
before the second operation, and is about one and a half inches 
in depth. Menstruation continues regular, but scanty. In 
the present state of the patient I am disposed to dissuade 
Marriage, in consequence of the absence of any natural cervix 
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uteri, and the presence of cicatricial tissue which might impede 
parturition, added to the fact that the pelvis appears to be 
rather small, especially toward the outlet. If marriage were 
contemplated, I should operate a third time in the hope of 
increasing the depth and capacity of the vagina. 

I have met with one somewhat similar case, in which the 
greater part of the vagina was absent, and menstrual fluid 
was retained. An artificial vagina was made by tearing the 
tissues apart at several sittings. Eventually the cavity was 
opened, and at once thoroughly washed out with an antiseptic 
solution. Severe symptoms rapidly supervened, and the 
patient died in a few days. At the autopsy, it was found 
that there was no peritonitis, but that the walls of the lower 
part of the cavity which had contained the menstrual blood 
were in an inflamed and partially sloughy condition. This 
cavity consisted of the cervix uteri and upper part of vagina 
blended into one, there being no external os distinguishable, 
and the whole cavity having thick muscular walls like those 
of the uterus, A somewhat similar fault of development is 
presumed to have existed in Case VII. 

Although in both these cases the plan of at once washing 
out the cavity with an antiseptic solution was followed, and 
although this is strongly recommended also by Dr. Emmet, 
I am disposed to doubt whether it is desirable in those cases 
in which the collection of retained fluid is considerable. It 
would seem that it may possibly increase the risk which may 
arise from the excitation of spasmodic contraction of the 
uterus or Fallopian tubes. Thus, in Case VII. severe symp- 
toms came on an hour and a half after the conclusion of the 
operation, a time so short that it would seem that any septic 
cause would hardly have had time to work. Again, in the 
only case of Dr. Emmet’s in which the fluid retained was 
large in quantity (Case VI. of the present Paper), the patient 
had serious symptoms, and appears to have had a narrow 
escape. 

I have operated in four cases for retention of menstrual 
fluid by cicatricial tissue. In two of these the occlusion was 
produced by gradual contraction, about a year after ampu- 
tation by the galvanic cautery of a cancerous cervix, and 
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without any apparent return of the disease. In the other 
two the vagina had become obliterated after parturition or 
abortion ; and in one of them a recto-vaginal fistula had been 
produced in the attempt to open a passage. In all these 
cases I allowed the fluid to flow away spontaneously, without 
any pressure upon the abdomen, and did not commence anti-— 
septic injections until twelve hours after the operation. None 
of the four had any febrile disturbance or other morbid 
reaction. 

It is possible, however, that the immunity in these cases 
may have heen due to the fact that the occlusion was 
not congenital. Records show that the danger in such cases 
is much less, and the explanation of this fact appears not to 
have been clearly made out. I would suggest that, when 
the surface of the uterus and vagina are congenitally shut off 
from the surface of the body, they may be liable, like the — 
peritoneum and other closed cavities, to inflammation of a 
septic kind under the influence of germs generally or fre- 
quently present in the air, even without the presence of any 
manifestly offensive or decomposing material. This view 
appears to receive some support from the autopsy in the 
case above mentioned, in which no peritonitis was found, but 
sloughy inflammation of the walls of the cavity, although 
antiseptic injections had been diligently used. 

It appears not to have been hitherto considered possible © 
to operate under carbolic spray, and maintain a strict anti- 
sepsis in these cases, on account of the vicinity of the urethra 
and rectum. Such an attempt would necessitate the use of 
the spray at each evacuation of the bladder by catheter. It 
might, however, be worth trying for the first two or three 
days in some congenital cases in which the collection of 
retained fluid is very large, and the risk therefore more — 
considerable. 

There is no exemption from danger even in cases of 
acquired atresia, if any decomposition of the fluid takes 
place ; but in these instances the symptoms appear to arise 
at.a later stage, after there has been opportunity for the 
absorption of septic material, in the ordinary sense of the 
word, In illustration of this, I may quote briefly two cases, 
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both recorded in the fourth volume of the Transactions of 
the Obstetrical Society of London. 

The first is related by Mr. Baker Brown. After an opera- 
tion for vesico-vaginal fistula, the vagina had become com- 
pletely occluded. Two years after the occlusion the uterus 
had become distended to the size of six months’ pregnancy. 
An opening was made and the fluid evacuated, about twelve 
ounces escaping at once, and a great deal more draining 
away gradually. 

On the third day the discharge had become offensive, and 
symptoms of peritonitis set in. The uterus was then washed 
out with tepid water, and_ this proceeding repeated daily. 
Temporary improvement took place, but the patient died on 
the eleventh day. 

The second case is related by Dr. Hall Davis. After 
delivery by forceps, sloughing of the vagina, followed by 
complete occlusion, had taken place in a woman aged 
thirty-three. Seventeen months afterwards the uterus wes 
distended by menstrual fluid to the size of six months’ 
pregnancy. ‘The uterus was opened by a trocar and bistoury, 
and six ounces of treacly fluid escaped immediately. The 
patient did fairly well until the thirtieth day, when the dis- 
charge had become offensive. Severe and dangerous septi- 
cemia, with symptoms of peritonitis, then set in, and lasted 
for two weeks, but eventually she recovered. 

The result of Case VII. does not lead me to think that 
the covering of the artificial passage by a surface resembling 
mucous membrane will in all cases be found to occur so 
rapidly as represented by Dr. Emmet; nor that the plan of 
making the passage by tearing instead of by cutting will 
always prove so complete a safeguard against the danger of 
subsequent contraction. Contraction appears, indeed, to have 
been troublesome in both the cases of Dr. Emmet which are 
here quoted. There is no doubt, however, that the plan of 
tearing the passage is correct, for the purpose of avoiding 
hemorrhage, if for no other reason. 


= 
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Lectures on the Diseases of Women. By Charles West, 
M.D., F.R.C.P. Fourth Edition. | With numerous Addi-— 
tions by J. Matthews Duncan, .M.D., F.R.S.E. J. anda 
Churchill.” -Pp-676; 


Dr. WEST’S lectures have been so long well known as unsur- 
passed alike for the eloquence of the writer and for their scien- 
tific value as an exposition, more especially, of the medical — 
aspect of gynecology, that the appearance of a new edition will 
be universally welcomed. The addition of such a name as that 
of Dr. Matthews Duncan must raise still further the antici- 
pations with which the volume is received. All readers, how- 
ever, will find with gratification what a thorough revision 


Dr. West has himself given to his work, and how completely _ 


—and that in great part by his own pen—it has been 
brought up to the present date. 

In the introductory chapters a fuller description than 
before is given of the method of bimanual examination, and 
we are glad to see that Dr. West gives the rule, not yet 
accepted by all British authors, that the patient is to be 
placed in the dorsal position for this purpose, before she is 
turned upon her side, if desired, for the completion of the 
vaginal exploration. Dr. Duncan adds notes upon Simon’s 
method of exploration of the rectum by introduction of the 
whole hand, on digital examination through the cavity of the 
bladder, and on the occasional accidental passage of the 
uterine sound through the Fallopian tube into the peritoneal 
cavity. To the chapter on amenorrhoea he also adds some 
comments on the varieties of vaginal and uterine atresia, and 
upon their treatment. In cases where a considerable part of 
the lower vagina is absent, he recommends puncturing the 
sac pretty high up per rectum, as preferable to vain, painful, 
and dangerous attempts to bore the thin tissues between the 
urethra and rectum to make and maintain a new vagina, a 
proceeding which results only in vexation. In view, how- 
ever, of the wonderful successes lately recorded by Dr. Emmet 
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in constructing an artificial vagina under such conditions, it 
may be hoped that surgical resources will be found in future 
somewhat more capable of coping with the difficulty than 
Dr. Duncan describes them as being. 

The lecture on menorrhagia has undergone considerable 
revision, and is most admirable in its description of constitu- 
tional and hygienic causes, and in its directions for general 
management. Intra-uterine injections are recommended in 
extreme cases of hemorrhage, but the passage expressing 
unqualified condemnation of the use of the curette stands as 
in the former edition. An exception might, we think, have 
been made in favour of the blunt wire curette of Dr. Thomas, 
the use of which is certainly less dangerous than intra-uterine 
injections, and scarcely causes so much disturbance as even 
the more powerful intra-uterine applications. In the lecture on 
menorrhagia Dr. West makes some forcible comments upon 
the excessive development of what has been termed the mecha- 
nical system of uterine pathology. He justly condemns the 
practical deduction that the virgin of seventeen, whose men- 
Struation is painful, is to be treated without a moment’s hesi- 
tation by the removal of the alleged invariable flexion of her 
womb, and by wearing for an indefinite period some form or 
other of pessary to prevent the return of the misplacement. 
He is himself disposed to be incredulous as to how far 
flexions, in the unmarried woman, are capable of producing 
the results attributed to them, and is inclined to consider 
that mechanical dysmenorrhea is, of all forms, the least 
frequent. Accordingly, on reading over the treatment for 
dysmenorrhoea recommended by Dr. West, we find that, excel- 
lent and varied as his measures are, they are almost exclu- 
sively of a merely palliative kind. We think that many 
readers, remembering that cases are not unfrequent in which 
dysmenorrhcea begins with the very commencement of men- 
strual life, tends to increase rather than to diminish, and is apt 
to be aggravated after marriage, if pregnancy does not follow, 
will scarcely be content in all cases with the repetition of 
local depletion, and the administration of anodynes, stimu- 
lants, and laxatives, and will be apt to think that the author 
is almost as extreme in discouraging all mechanical treat- 
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ment as some other authorities have been in exaggerating 
its importance. 

The advocates of the mechanical system of uterine 
pathology might, indeed, quote as telling in their favour 
the practice, although not the theory, of Dr. Matthews 
Duncan himself. For although in principle he is in pretty 
close agreement with Dr. West, and, in his recently published 
lectures, has maintained the view that the dysmenorrheea of 
unmarried women, often considered as obstructive, is com- 
monly due not to any. mechanical impediment, but to 
painful spasmodic contraction of the uterus, yet the only 
curative treatment of such dysmenorrhcea which he gives 
is the dilatation of the cervix by means of graduated 
metallic bougies. That dilatation of the cervix should 
cure the dysmenorrhcea would seem to be one of the 
strongest possible arguments in favour of the opinion that 
a relative, if not an absolute, impediment to the outflow 
was at least one of the necessary elements in its causation. 

At the close of the chapter on dysmenorrhoea we find a 
very strongly-expressed condemnation of the proposal to 
cure obstinate dysmenorrhcea by the operation of spaying, 
which Dr. West holds to be, like other mutilations of 
women, as objectionable on moral as on physical grounds, 
While the mortality of this operation is so great as one in 
five, as the author quotes it as being admitted to be by its 
advocates, it can hardly be considered that its propriety is 
established in a case in which neither life nor reason is 
endangered. We think it possible, however, that the pre- 
sent conclusion may be, in some measure, modified by the 
advance. of surgery, and that the author is a little too strong 
in his rejection of the operation on the ground of its 
absolutely unsexing a woman, since, at any rate, it does not 
do this more completely than the arrival of the climacteric 
period, although we may feel some doubts about the reports 
which describe sexual feeling as having remained unimpaired 
after the operation. 

While in many points of gynecology wide difference of 
opinion still exists, it is satisfactory to find that in some 
respects an advance has been made towards unanimity. An 
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illustration of this is found in the chapters upon inflamma- 
tion of the uterus. In the last edition considerable space 
was occupied by a somewhat controversial discussion in 
which the author condemned the view of some authorities, 
who at the time of its publication laid undue stress upon 
the relative frequency and importance of inflammation of 
the cervix, in comparison with that of the body of the 
uterus. In rewriting these chapters Dr. West has been able 
to omit a great portion of this, since few would now be 
found to doubt that inflammation, or, at any rate, congestive 
hypertrophy, of the body of the uterus is by no means unfre- 
quent, and that a similar condition of the cervix, if asso- 
ciated with it, is subordinate in point of importance. The 
whole of the section on inflammation well deserves atten- 
tive study from those who are very reluctant to apply the 
term inflammation to chronic modifications of nutrition 
in the uterus, and prefer to restrict within as narrow limits 
as possible the definition of that word, while they find an 
adequate cause for all enlargements associated with excess 
of fibrous tissue either in subinvolution, or in congestion with 
degeneration of tissue, the result of displacements or other 
such causes. 

It will scarcely be expected that in speaking of methods 
of mechanical treatment for displacements of the uterus Dr. 
West should handle his subject in the same masterly and 
complete style which he everywhere shows in treating it 
from the medical point of view, especially since he still 
states as his principle of action, in the case of versions and 
flexions of the uterus, that, to the best of his power, he 
takes care of the general symptoms and leaves the misplace- 
ment to take care of itself. The absence of any illustrations, 
in a work on diseases of women, is also a serious drawback 
in this part of the subject. Inthe chapter on prolapse a de- 
scription of Hodge’s pessary is introduced, and an explanation: 
of its mechanical action as a lever is quoted from Dr. Barnes. 
-Zwanck’s pessary is still spoken of with favour, for cases in 
which the perineum has been extensively torn, although less 
highly praised than formerly. Globular or disc-shaped 
pessaries of wood, which we had supposed to be now but 
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seldom used, are still recommended. Any attempt at relief 
by plastic operation is discouraged, except in cases of 
special gravity : and even in them the highest praise which 
the author considers it can ever deserve is contained in the 
Hippocratic maxim which pronounces a “ doubtful remedy 
to be better than none at all.” 

The section on the treatment of ovarian tumours is, in 
great measure, rewritten, and includes a review of the won- 
derful advance of surgical experience in this department. 
While giving an interesting account of the progressive im- 
provement in the results of ovariotomy, the author is still — 
_ inclined, in the case of apparently unilocular cysts, to recom- 
mend the injection of iodine as a preferable alternative to 
ovariotomy, and to limit the major operation under such cir- 
cumstances to cases in which the iodine injections have proved _ 
inefficacious, Considering the comparatively slight risk of 
antiseptic ovariotomy in the case of a simple unadherent 
cyst, the usual presence of secondary cysts in an apparently 
unilocular tumour, the difficulty of precisely limiting the 
amount of inflammation to be excited in the cyst, and the 
possibly increased difficulty and danger of subsequent ovario- 
toiny, we are disposed to consider this an instance of Dr. 
West's somewhat excessive dislike to surgical boldness. 

It need hardly be added that Dr. West discourages the 
removal of fibroid tumours by gastrotomy, either without or 
with the uterus, and that he totally condemns the operation 
for total extirpation of the cancerous uterus, although he 
includes in his tabular statement the first five cases which 
Freund performed according to his new method, of which 
three, as far as regards recovery from the operation, were 
successful, 

Amongs ; other valuable additions made by Dr. Matthews 
Duncan in the later portions of the volume, we notice sec- 
tions on endometritis, on the pathology and treatment of 
inversions of the uterus, on parovarian cysts, and on molluscum 
and adenoma of the uterus. 
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NEW INVENTIONS. 
MR. LAWSON TAIT’S UTERINE DILATORS. 


THESE instruments were exhibited at the Association Meeting 
at Cork, by the manufacturers, Messrs. Mappin & Co., 121, 
New Street, Birmingham. They consist of a series of four 
conical plugs, which are forced into the uterine canal by very 
gentle continuous pressure, applied by a single thread of 
elastic, attached to a waist-belt. According to Mr. Tait’s 
experience, they act more speedily, more safely, and with 
































































































































less pain, than any kind of tent, and they are much less 
costly, as they can be used indefinitely. They screw on to 
a common stem, the smallest plug having a collar to prevent 
its being driven in too far. For all cases requiring the dilata- 
tion of the cervix they may be used, only in exceptional 
instances the assistance of small bilateral notches with the 
hysterotome being required. 


Abstracts of Societies’ Proceedings. 


GBSEMEERICAL SOCIETY OF EDINBURGH. 
Meeting, Wednesday, 22nd Fanuary, 1879. 
Dr. Witson, President, in the Chatr. 





Mr. William Nicol Elder, L.R.C.P., and Mr. John M‘Watt, M.B., 
were admitted Ordinary Fellows. 
Professor Simpson mentioned having made use of Tarnier’s for- 
ceps in a case in which another practitioner had applied the ordinary 
DD 2 
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forceps and failed. The child was easily delivered, but there was an 
indentation on the head which was found to fit the edge of one of 
the Tarnier blades. 

Dr. WILson exhibited the second child in a case of twins, where 
the head was hydrocephalic. It was delivered by the feet, and very 
great difficulty was experienced in extracting the head. 

Dr. RircH1£ showed the head of a tapeworm which complicated 
the early months of pregnancy. The treatment wasimportant. The 
patient had suffered before marriage; after this pregnancy ensued ; 
increased sickness supervened. Male fern was given with little effect. 
Thinking this was due to mucus accumulation, he gave tincture of 
the perchloride of iron till the motions became black, then gave the 
fern again, and succeeded in dislodging the head of a Tzenia medio- 
canellata. 

Professor StMPSON communicated note of case of accidental 
hemorrhage, with preparations. The following account was given by 
Dr. M‘Watt, who saw the case :—-Mrs. Thompson, aged forty, mother 
of ten children living, had last child three years ago. She menstru- 
ated last in May, and quickened in September. ‘Three weeks ago 
patient fell downstairs, and about an hour after this some cear fluid 
came away. Since the fall she has felt very few foetal movements, 
and has never felt well since. On 16th January labour began in the 
morning. The pains were very weak, and at long intervals. At 
twelve that night blood began to come away, and continued doing so 
till seven in the morning of the 17th, when I was sent for. By that 
time she had lost a large quantity of blood. On arriving i found the 
pains strong and constant, the os fully dilated, and the membranes 
still intact, with the foetal head high up in the pelvis. No part of 
placental tissue could be felt. I immediately ruptured the mem- 
branes, when the water came away in a gush in large quantity, and a 
putrid child was born in ten minutes after. The placenta showed in 
its centre a large depression, in which a large blood clot lay. 


Observations on some Forms of Sterility and on Placenta Previa in 
first Labours: with Illustrative Cases. 


By ALEXANDER RUSSELL SIMPSON, F.R.S.E., Professor of Midwifery and the 
Diseases of Women and Children in the University of Edinburgh. 


I begin with the history of two patients whom I shall designate 
Mrs. A and Mrs. B, whose cases led to my offering this communi- 
cation. They have this in common, that they were both elderly 
primiparee, and their labours were complicated with placenta preevia. 
The one occurred in my own practice, the other five days earlier in 
the practice of my assistant, Dr. Hart. 

Afterwards, by way of commentary on these cases, I offer some 
observations on the following topics which they illustrate : — 

I. Sterility from Persistence of the Hymen and from Retroflexion 
of the Uterus. 
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Il. The Peculiarities of the ‘Third Stage in Cases of Placenta 
Preevia. 

III. The Remote Results of Seen during Labour. 

IV. The Relations of Placenta Previa to Primiparity, as to, 1, its 
Causation, and 2, its Results in Primiparous as compared with “Multi- 
parous women. 


THE CASES. 


CasE I. Anamnesis—Mrs. A consulted me for the first time in 
April, 1877. She stated that she was thirty-five years of age; had 
been married for four years; had never conceived; always suffered 
pain in the pudenda when coition was attempted ; and for some 
time past had begun to lose more than the usual amount of blood at 
the menstrual periods, which were now also coming on at shorter 
intervals, and that she was falling off in her general health. 

Physical Diagnosis.—When ia attempted to introduce a finger 
through the vaginal orifice, I felt that the aperture was still obstructed 
by an unruptured hymen, and the expression of suffering elicited 
from the patient made it necessary first to inspect the ‘pudenda. 
They were everywhere normal and healthy, except that the hymen 
itself was unusually vascular, and the surface of the navicular fossa at 
its base was irritated and partly abraded. Exercising a little more 
gentleness, I was now allowed by the patient to pass the finger 
through the hymeneal aperture until I could reach the roof of the 
vagina. ‘The os and cervix uteri were normal, but in the posterior 
fornix I felt a rounded body which, on combined palpation from 
above, I judged to be the fundus of the enlarged and retroflected 
uterus. I did not then use the sound, nor did I think it necessary 
to form a definite diagnosis as to the uterine condition, because the 
indication for present treatment was clearly to remedy the mischief 
lower down, and because the examination with fingers or sound could 
not be conducted without causing unnecessary suffering. Noting, 
therefore, the displacement, but writing “myoma?” as well in my 
note-book, because the age of the patient and the absence of any 
traceable cause for the dislocation left me somewhat in doubt, I pro- 
ceeded at once with the — 

Treatment.—Lubricating the finger afresh with soap and warm 
water, I passed first the index through the orifice, and then gradually 
insinuated the middle finger alongside of it till the aperture was fairly 
permeable. The patient was instructed to use large-sized pessaries 
of iodide of lead vaginally, and to take ergot of rye internally. ‘The 
dyspareunia completely disappeared. The menorrhagia was checked 
by the ergot, which the patient at first took for four weeks, and for 
some months afterwards for a week at a time during the menstruation. 
In the intermenstrual intervals she was put on small doses of arsenic. 
Her general health improved ; the menstrual cycles were prolonged 
to nearly their normal four weeks ; marital intercourse was carried on 
healthily : but the sterility remained. 

Four months had elapsed, and the uterus still being large and retro- 
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flected, I replaced it on the 13th August with the sound. The 
following day the uterus was found to have fallen back into its 
abnormal position. I therefore again replaced it, and introduced a 
vulcanite vaginal Hodge pessary, with the view of retaining it in its 
proper position. The day after the uterus and pessary were in good 
position, and the patient was instructed to go on wearing it. With 
the view of promoting uterine contraction and disgorgement, and 
improving further the patient’s strength, she used for some weeks pills 
containing ergotin, extract of nux vomica, and chlorate of potash. 
From the 23rd to the 27th of March, in 1878, she menstruated for 
the last time. She had conceived. I saw her from time to time 
during her pregnancy, which progressed without any unusual symp- 
toms till towards the close, which was expected in the last week of 
December. 

The Labour.—FEarly in the morning of the gth, however, I was 
called to see her, as she had been wakened during the night by an 
escape of blood from the vagina. The fundus uteri was still high up 
in the abdominal cavity. The outlines of the foetus could be felt 
through the abdominal and uterine walls, the head lying at the brim 
of the pelvis, and the back of the child towards the right side of the 
mother. Auscultation confirmed the diagnosis that the foetus was 
placed in the right occipito-posterior position. The patient’s bed- 
clothes and bedding were widely stained with blood, and so were the 
external genitals. There was no fresh blood, however, in the vagina. 
The external os barely admitted the tip of the finger ; but the diag- 
nosis of placenta previa was made not only from the unprovoked 
escape of blood, but from the thickened feel of the lower internal 
segment through which, without the external examination, it would 
have been impossible to make out the presenting head of the child. . 
The patient was kept in bed for five days, as there was a slight 
threatening of hemorrhage on the 11th, and thereafter she remained 
more or less recumbent on a sofa in her bed-room, or in the drawing- 
room, which was on the same flat. At six o’clock on the morning of . 
the r9th I was again sent for. There had taken place a very profuse 
flooding, which alarmed the patient, and made her feel faint. The 
whole uterus had now settled down a little into the pelvic brim. The 
foetal heart was active, and the foetus was still in the right occipito- 
posterior position, with the head presenting. The soft canals were 
more relaxed, and undergoing vital dilatation. The cervix was 
easily permeable to the finger, which found its upper extremity 
entirely occupied by placental tissue. ‘The uterus had begun to act, 
but the pains were feeble and the intervals prolonged. But when, 
with stronger pains, there began between seven and eight a new flow 
of blood, though of slight extent, I introduced the largest size of 
Barnes’s dilators into the vagina, and distended it to its utmost with 
warm water. ‘The contractions became more vigorous and frequent, 
and no blood flowed past the tampon. Between nine and ten Dr. 
Hart came to assist me, and to take my place while I went to lecture. 
At this time I removed the large vaginal dilator, Its removal was 
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followed by the escape of some clots and a quantity of serum. The 
cervix had become more expanded, and a bare portion of the mem- 
branes could be felt towards the right side, corresponding to about a 
third of the dilated orifice. Five grains of ergotin were now injected 
hypodermically. The second largest of the Barnes’s dilators was 
carried through the os internum. During the introduction some 
hsemorrhage occurred from partial detachment of the placenta. The 
bag was quickly distended to an extent sufticient to make it fill and 
stretch the canal. From time to time more water was thrown into it, 
and when I returned after lecture soon after noon, finding it dilated 
to its utmost capacity, we removed and replaced it with the largest 
sized one. The foetal heart was still beating normally, though the 
mother’s pulse had already become frequent and weak. 

The large bag having been distended to its utmost, the uterine ac- 
tion being regular, though not very strong, and the parturient canals 
sufficiently dilated and relaxed to allow of the active interference 
which was demanded by the tendency to recurrence of the heemor- 
rhage, the patient, who had already breathed some chloroform to 
relieve the pain caused by the introduction and pressure of the 
hydrostatic dilators, was now more completely narcotized. Judg- 
ing, whilst the mother lay on her left side, and the face of the 
child was turned in the same direction, that the right hand would 
most naturally pass along the anterior aspect of the child, I chose 
it for internal manipulation. In passing into the cavity of the 
ovum, I made my way partly through membranes and partly 
through the placenta, the 24 inches deep rent in the margin of 
which still remains. There was no difficulty in seizing and bring- 
ing down the left leg, and effecting the version of the child. Con- 
siderable tractile force, however, required to be applied to bring 
down the breech, with the right leg folded on the abdomen through 
the passages. ‘Fhe cord was still pulsating, but feebly, when the 
trunk was exposed. The arms had gone up by the sides of the 
head. As the child was making attempts at inspiration, the arms 
were quickly freed, and the head easily followed, steady pressure 
being kept up on the fundus uteri by Dr. Hart. When fairly born 
the child seemed to be quite still, and the heart-beat was slow and 
weak. Under friction of the chest it at last made a feeble effort 
at inspiration, but no air entered the tubes. It was suspended by 
the heels, and whilst the throat was being cleared out in this posi- 
tion it made another and more successful effort. The head and 
the heels were alternately elevated and depressed until it had made 
inspirations enough to make us feel sure that the blood was getting 
aerated. It was laid on its back, and allowed to breathe quietly, 
until of itself it began to cry. All this at the edge of the bed 
before its complete separation from the mother. ‘The cord was 
now tied and divided. Meantime another subcutaneous injection 
of five grains of ergotin had been administered to the mother, as 
the uterine walls remained flaccid, and a slight but continuous 
escape of blood was going on. Some fifteen minutes or more had 
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elapsed since the birth of the child, and it was disappointing to 
fiid that no progress was making with the third stage. Powerful 
compression of the uterus through the abdominal walls, which so 
rarely fails-to give us the placenta, failed here, so that the hand 
had to be once more introduced into the uterus to detach it. I 
was surprised to find the placenta area so extensive that the upper 
border of it reached high up the left side and posterior wall of the — 
uterus, and remarked that to this wide extent of the placenta it 
was probably owing that the vitality of the foetus had been sus- 
tained. After I had got the placental mass lying loose in the right 
hand, I still kept it for a considerable time in the interior of the 
uterus, and continued to compress the fundus with the left hand 
until the uterus began to contract steadily and strongly enough to — 
expel all its contents. A third subcutaneous dose of five grains of 
ergotin was administered during this time, and after the uterus 
was emptied it contracted firmly, and there was no further notable 
hemorrhage. It was now seen that the perineum had been torn 
back close, but not into the anus. There was also a trifling lacera- 
tion, or rather two, in the cervix uteri, but not more than we may 
see in any first labour, and less than we often meet with in natural 
labours. ‘Two metallic stitches were introduced pretty deeply 
through the perineum, and secured at the skin surface. It was — 
now two o’clock when the patient was tidied and left to rest. She 
was quite blanched, and very prostrate, and the pulse rapid and 
weak, but quite steady. 

The Puerperium:—19th December, Vesp—Pulse, 120; temp. ror’. 
Has taken milk and beef-tea. Urine drawn off with catheter. 

22nd December.—Pulse, 120; temp. 102°. Vesp.—Pulse, 120; 
temp. 103°. Some tenderness over abdomen. To get turpentine 
stupes, and 1 mm. aconite every hour. 

23rd December.—Marked tympanitis, but no great pain. Pulse, 
120; temp. 103°. To have local treatment continued, and to take 
8 mm. of turpentine thrice daily in milk. Milk and beef-tea to 
be continued, and a tablespoonful of brandy given every hour. 
Vesp.—Pulse, 120; temp. 104°. Ten grains of quinine given. 

24th to 28th.—Same as 23rd. Evening temperature still 104°, 
and unaffected by quinine. Some diarrhcea on 27th; checked by 
lead and opium pills. To get aconite instead of quinine. 

29th, Vesp.—Seems easier, and temperature now 102°; pulse, 
108. ‘Tympanitis continues. 

30th December to 3rd Fanuary—Improvement now steady, and 
temperature falling. 

During the first three or four days morphia was given at night. 
On the 24th the amount of brandy was doubled. Quinine seemed 
to have little effect on the temperature. Aconite was much more 
useful, as seen by record of zg9th. There was never any pul- 
monary nor cardiac distarbance. Urine was made freely, but 
generally with pain. 

From this point on, the patient had a rapid convalescence. The 
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only drawback was that on rst January, the day when she first 
was taken into the dining-room, she had pain in the calf of the 
left leg, and a wooden feeling in all the muscles, which made me 
apprehensive of phlegmasia. Under careful massage, however, 
and the administration of tincture of the muriate of iron, the 
threatening passed off, and she is now quite well. 

As for the infant, it ought to be recorded, that the day after its 
birth its left leg was found to be greatly swollen; there were 
abrasions of the skin above the malleoli, and the limb hung stiffly 
from the pelvis. I was satisfied that there was no injury in bone 
or joint ; but I believe that laceration of some of the structures in. 
the upper third of the thigh had taken place. The swelling was 
there very great, so that the skin became quite tense, and it looked 
blue, as from ecchymosis underneath. For a week the limb remained 
swollen and straight, but the swelling gradually subsided. The 
muscular power of the limb was restored, and now the infant, 
which is thriving on the milk of a wet nurse, moves the legs as 
naturally as if no damage had ever been sustained. 


The history of the next patient I give in the words of Dr. Hart. 

Case II.—Mrs. B, et. thirty-seven, married in January, 1878, was 
first seen and treated by Dr. Simpson for endometritis and left perli- 
oophoritis in the end of the same month. Under suitable treatment 
the infammation subsided. She was seen again in May, when 
she was found to be two months pregnant. During her preg- 
nancy there was nothing unusual unless occasional attacks of acute 
bronchitis. On roth December I was sent for, and found that a 
day or so before she had passed some blood per vaginam, owing, as 
she thought, to the violence of her cough. External palpation 
showed that the head was at the brim, with back to right side. 
No fcetal heart sound was audible. On vaginal examination the 
cervix was touched with difficulty, the os was found small, and the 
head could not be felt. She was ordered to take rest, and sedatives 
were given to allay the violence of the cough. After that she was 
seen every day, but no more bleeding occurred until the 1 5th, 
when she suddenly lost a considerable quantity. I saw her soon 
after, and found the vagina full of clots. There were no irregu- 
larities in the uterine wall, but the cervix was suspiciously boggy. 
A sponge-tent was introduced with difficulty into the os, which was 
Only about the size of a pea. Dr. Simpson saw her then, but was 
unable to pass his finger into the os owing to the presence of the tent. 
He remarked on the bogginess of the lower segment of the uterus and 
other features of the case as pointing to placenta previa. The sponge- 
tent was left in for twelve hours, and when removed the os easily 
admitted three fingers. The placenta was then found lying partially over 
the os internum at the left side. Barnes’s dilators were now used, and 
at four o’clock on Monday afternoon I turned by the bipolar method 
and brought down a leg. Repeated auscultations had failed to catch 
the foetal heart, and I therefore did not extract at once, but left 
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the case under Dr. M‘Watt’s charge so as to allow the parts to 
dilate well. At eleven o'clock no progress had been made in the 
labour, and therefore, while the patient was under chloroform, I 
passed up my hand and found that the other leg had become doubled 
up in the brim and thus caused the delay. It was brought down and 
the child extracted with difficulty. After waiting for about fifteen 
minutes, and employing manual compression to the uterus, the 
placenta did not descend. On examination I found it adherent in 
about its upper two-thirds, and accordingly had to separate it 
manually. After this there was no bleeding, and the patient made 
a good recovery, delayed somewhat, however, by her bronchitis. 


COMMENTARY. 


There are, as I have indicated, four points in these cases, and more 
particularly in the first of them that seem worthy of special 
remark. 

I. STERILITY.—The causes of sterility in a woman, who has been 
married for some years without conceiving, may lie in any of the 
planes of the sexual apparatus. Not unfrequently more than one 
source of difficulty can be found in the same individual. Of this our 
patient affords a simple illustration. 

1. Persistence of the Hymen.—This lady had been married for four 
years when I first saw her, and up till that time complete connection 
had never taken place. We all know that conception may follow a 
coitus where the hymen is unruptured, and the accoucheur may find the 
aperture still narrow when labour supervenes. Such cases are 
recorded and referred to in the last fasciculus of our Zransactions, in 
a paper by Dr. James Young, and the discussion which followed. 
These, however, are usually cases of illicit intercourse, where improper 
familiarities were permitted to an extent which the female, at least, 
believed to be safe. Even in such cases, where the process is re- 
peated from time to time, the hymeneal orifice may become well 
dilated, although the borders of the membrane have never been in- 
fringed. Not long ago I was consulted by a young lady whose 
friends were getting anxious about her health, because she had passed 
six months without altering. She had permitted her lover, to whom 
she had been engaged for three years, to indulge in such liberties as 
I allude to, with the result that the orifice had gradually become 
dilated, and though she was sure that there was nothing amiss 
with her, because she had never lost blood, she was already six 
months pregnant. Instances of conception with undilated hymen are 
almost unknown in the case of married women, and in a considerable 
proportion of cases of sterility we must set down the sterility as due 
simply to the permanence of the hymen. This permanence may have 
various causes apart from rigidity, natural or morbid, of the hymeneal 
tissue. 

1st, Zegnorance.—The married pair may be simply ignorant of their 
mutual marital duties. Many years ago I attended a lady in Glasgow 
in her first confinement who had been some length of time married 
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before she ever conceived. She had come to my friend Dr. Drum- 
mond thinking that she must be the subject of some abnormality. 
He found the organs all normal, but absolutely virginal, and the 
patient expressed some astonishment when her physician asked if 
her husband had never attempted to effect an entrance into the 
vagina. She conceived soon afterwards, and I attended her in that 
and in her two subsequent labours. 

2nd, Partial Masculine Impotence—A hymen of ordinary structure 
may resist the efforts at penetration of a husband with diminished 
virile powers. Three years ago I saw a lady of thirty-two, who had 
been married for thirteen months to a husband upwards of fifty, who 
had never previously been married. She wished to know why she had 
not conceived. There seemed to be no other cause than the persistent 
hymen. I dilated the orifice with a set of rectum bougies, and she 
conceived within a month, suffered from an early abortion, but again 
conceived and came to town, and was delivered at the full term of a 
male child that presented by the breech. 

37d, Awkward Connection.—There is a third and far more frequent 
class of cases where the persistence of the hymen is due to what I can 
only designate awkward connection. The husband makes his approach 
without taking any pains to call up so much as desire on the part of 
the wife, in whom the parts are still flaccid and dry, and he attempts 
to effect an entrance without producing any friction of the sensitive 
external organs. ‘The result in such cases is the production of so 
much suffering to the female that an unselfish husband suspends his 
efforts, leaving the navicular fossa tender and irritable, and under a 
repetition of the process the structures may become so sensitive to 
pain that the wife dreads his embrace. Such I take to have been 
the explanation of the condition I found in the case before us. 

It is sufficient to indicate the conditions under which the persistence 
of the hymen prevents conception. The treatment in all such cases 
is clear. The orifice must be more or less effectively dilated by 
mechanical means, or guidance given for its effectual physiological 
dilation, and the difficulty is at an end. Only in the third group the 
use of some soothing pessaries or emollient injections may be required 
to heal the injured surface. In the case of Mrs. A, the passing of 
two fingers through the vaginal orifice, and the use of some iodide of 
lead pessaries, sufficed to effect a cure of the hymeneal disorder, and 
the process, which was a pain or an aversion to the patient, became 
hot only tolerable but pleasurable. The uterine difficulty, however, 
remained. Four or five months were allowed to elapse, and though 
coitus was now correctly carried out the sterility remained because 
of— 

2. The Retrofiexion of the Uterus.—One might write a book on the 
conditions of this central organ of the sexual system which are hostile 
to reproduction. I only invite attention at present to the condition 
which kept up the sterility in our patient—the backward displacement 
of the uterus. I do this all the more urgently that the subject of 
uterine dislocations is one which a certain group of respectable gynex- 
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cologists pride themselves in slighting, or even trying to teach the 
profession to ignore. Reviewers may load the pages of our journals 
till they are ready to sink under the length if not the weight of their 
strictures on physicians who recognise the existence of these 
mechanical disorders, and remedy them by mechanical means; but 
the man who has seen one such case as this which we are nowconsider- 
ing will be apt to suspect that these review-writers are more skilful in 
haudling the critic’s pen than the practitioner’s probe. I have seen 
many such cases. Most frequently, as Dr. Marion Sims* has shown 
in his interesting statistics, the backward displacements are pro- 
minent in cases of acquired sterility—in cases, z.¢, of women who 
have given birth to one or more children, and have ceased to conceive 
before their usual period of reproduction was run out. In the present 
instance and in other patients whom I have seen, however, the dis- 
placement had come about antecedently to marriage, and proved a 
bar to conception. This it may do either by marring ‘the function of 
the uterus and Fallopian tubes as canals for the upward transit of the 
spermatozoa, or by impairing the function of the uterus as the organ 
for the reception and lodgment of the fertilized ovum. 

At whatever time the displacement has been produced, and in 
whatever way it interferes with reproduction, it is of the greatest 
moment to the barren woman that it should be recognised and 
rectified. 

1st, Lecognition.—It may be recognised by the finger introduced 
into the vagina, and still more definitely when two fingers can be used 
simultaneously for exploration. The detection of it may be added 
by dragging down the cervix with a volsellum. Greater certainty 
still can be attained by the combined external and internal examina- 
tion, by which means the great proportion of cases can be clearly 
diagnosed. There remains but the employment of the sound, which 
may be used with due precautions to give absolute certainty of diag- | 
nosis in any case, and which must in some be used as the only sure 
means of detecting the displacement. 

2nd, Reposition.—The sound need not by any means be used for — 
the recognition of every case. Many are clearly recognisable without 
it. But there are few cases were the reposition is not best effected by 
means of it. For when the condition has been recognised, it becomes our 
plain duty to attempt to rectify it. We are sometimes bidden look upon 
the endometritis or general congestion that almost invariably accom- 
pany retroflexion as the essential mischief in the patient requiring 
special treatment. Wedo well in many instances to attend to this 
injunction, but certainly not in every case of retroflexion. According 
to my experience, the converse more frequently holds good—that, if 
you straighten the uterus, and keep it straight, the congestion dis- 
appears, and of this our patient furnishes an illustration. Happily, 
we do not need to follow theorists on either side. But, as a rule, 
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whatever may be done, the uterus must be replaced. The reposition 
may be effected in various ways. We may do it by internal manipu- 
lation alone in some rare cases—more particularly if, at the same 
time, the patient be placed prone, or the cervix be dragged down 
with a volsellum. Better still, in a greater variety of cases it may be 
brought about by combined internal and external manipulation ; or 
the patient may be placed in the knee-elbow position, and the 
posterior wall of the vagina held up with the fingers or a Sims’ specu- 
lum: or, by letting air rush through a tube to distend the canal, 
according to Campbell’s procedure, the uterus will be straightened. 
I have tried all the various methods in many cases, and in some 
patients have only succeeded at last in rectifying the uterus by simply 
passing in the sound and turning it round in the method originally 
described by its British inventor. I have yet to see the patient suf- 
fering from a simple retroflexion of the uterus, in whom I can cause 
any notable degree of suffering or induce any dangerous symptom by 
lifting up the organ with the ordinary sound. Its retention can, in 
most cases, as in the present instance, be best effected by means of a 
Hodge pessary. 

I]. PECULIARITIES OF THE THIRD STAGE IN PLACENTA PRAVIA 
Lasours.—I may be allowed, in passing, to make some observations 
on the peculiarities in the third stage of labours complicated with 
placenta preevia. These observations hold good to placenta previa 
cases general as well as to primiparal placenta preevia cases, although 
I am led to make them from the circumstance that in both cases it 
was found necessary to extract the placenta artificially. 

1. Common Neessity for Shortening the Third Stage—To begin 
with, we can rarely afford to allow any lengthened interval to elapse 
in such cases between the birth of the child and the complete eva- 
cuation of the uterus. The loss of blood which the patient has sus- 
tained during the first stage of the labour may have proceeded just 
so far that she could survive it, but a slight additional drain would 
prove fatal. Unless the uterus be contracting with even more than 
usual vigour, it is likely that there will take place additional loss of 
blood, owing to the partial detachment of the placenta that has been 
produced. In ordinary cases where the patient has lost no blood 
‘previously, and where the placenta lies high, and perhaps either 
unseparated or else completely separated in the uterine cavity, we 
may wait for half an hour or more without seeing any hemorrhage to 
call for interference. But where, the patient is already largely drained, 
and some degree of hemorrhage is necessarily progressing as takes 
place so commonly in placenta previa cases, the indication for 
artificial shortening of the third stage becomes very urgent. 

2. Lnertia of the Uterus.—Again, even if delay were safe, it would 
in these cases. require to be unusually prolonged. For, first, the 
placenta, or what remains of it still adherent to the uterine walls, is 
attached Jow down in the cavity where the muscular walls are 
thinnest and weakest, and where but a limited set of the muscular 
bundles can come to bear on it for its detachment and extrusion. 
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And, sccondly, the rapid withdrawal from the uterus of the main mass 
of its contents, leaves it with a tendency to inertia which can only be 
overcome by active pressure and the use of ergot. The muscular 
conditions of the uterus thus form a second indication for interference 
in the third stage, of which we have an illustration in Mrs. A. 

3. Adhesion of the Placenta.—But in Mrs. B we get an illustration 
of yet another difficulty, which we may be prepared to meet in such 
cases. There the placenta was so firmly adherent to the uterine 
walls in consequence of inflammatory changes in the maternal portions 
of it, that its separation required extreme care and caused some diffi- 
culty. It is just such an adhesion as may require similar interfer- 
ence after an otherwise normal labour. Only, here the inflammatory 
changes in the uterus, to which in this case the preeval complication 
was due, asserted their mischievous influence further by leading to 
this firm adhesion between the uterus and the badly-placed placenta. 
Such a double evil result is easily intelligible. 

III. ReMoTE REsuLts OF H4#MORRHAGE.—It has always seemed 
to me that whilst the immediate dangers of hemorrhage are well 
understood and set forth in text-books, its more remote risks have 
received less attention than they deserve. I have now so often seen 
insanity, or phlegmasia, or pelvic inflammations, or general peritonitis 
arise in patients whose labours had been complicated with a flooding, 
that I was not surprised when the dreaded rise in temperature took 
place in our patient, and the abdomen began to be tympanitic. All 
precautions were taken to prevent any. septic poisoning in this case, 
and if we are to assume such a poisoning, I do not know where to 
find its source, Seats of absorption, of course, there were plenty ; 
but the patient’s own discharges were not unhealthy, her canals being 
regularly syringed with an antiseptic lotion, and the hands, instruments, 
and sponges that were applied to her were all carefully cleaned. 
The case appears to me to illustrate the special proclivity to inflam- — 
matory affections of a woman who had suffered from an extensive 
loss of blood. But instead of dwelling further on this subject, I 
proceed to direct your attention to one which arises more specially — 
from consideration of the cases before us, viz.— 

IV. THE RELATIONS OF PLACENTA PRAVIA AND PRIMIPARITY.— 
Sir James Simpson* has directed special attention to the rarity of 
placenta preevia in cases of first labours, and the statistics he has 
collected show a proportion of only 11 primaparous to 136 multi 
parous patients suffering from this complication. This gives a pro- 
portion of 1 to 122. Kuhnf gives the proportion of 6 primapare 
to 40 multiparee with placenta previa, or a ratio of 1 to 62. In the 
extensive series of cases tabulated by Dr. Read in his work on 
‘Placenta Praevia,”{ I find 428 where the number of the pregnancy is 
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given. Of these 65 were primiparz and 363 multipars, which gives 
usa proportion of r to 54. Ludwig Miiller, in the most recent 
treatise on this subject, finds, among 1574 cases of placenta preevia, 
227 in primipare, or 1 in 54%. This comparative rarity in primi- 
parous patients may well indicate, as Sir James,f with his usual rich- 
ness of suggestion, has hinted, that it has to do with “ the cause or 
causes leading to the origin of production of that deviation in the site 
of the development of the placenta which constitutes placenta 
previa.” Let us inquire into— 

1. The Cause of this Rarity.—From one of the conditions which 
favour the preevial implantation of the placenta, the primiparous 
patient is entirely free. I refer, of course, first, to the dilatation of 
the uterine cavity and diminished tonicity of the uterine walls, that 
are apt to remain after a previous pregnancy, the deleterious influence 
of which is more marked when the new conception follows quickly 
on the preceding labour, or when some degree of sub-involution has 
remained. But, secondly, the primigravid female is less likely than 
one who has already borne children to have been the subject of the 
chronic inflammatory affections of the endometrium, that not only lead 
to change in the form of the uterine cavity, but impair the functions 
of the mucosa at various parts, and unfit it for the easy ingrafting of 
the ovum in the most favourable zones. Again, thirdly, as we have 
seen that retroflexion of the uterus is rarely met with as a primary 
cause of sterility, whilst it is a not infrequent affection among women 
who had given birth to a fertilized ovum, so we can see that its ten- 
dency to modify unfavourably the site of the placenta will be less 
marked among primiparous than among multiparous women. And, 
Jourthly, the injurious influences of organic disease of the uterus on 
the placental implantation will be less likely to be met with in first 
than in subsequent pregnancies. Probably the age at which women 
usually conceive for the first time protects them from the conditions 
which favour the production of placenta praevia, and a point which is 
worthy of very special note is— 

Lhe Age of Primipare affected with Placenta Previa.—This is a sub- 
ject which, so far as J] know, has not been looked at hitherto. In the 
Tables of Dr. Read, from which I have already drawn, I find the ages 
of thirty-three of the primiparous cases of placenta previa are given. 
If to their united ages we add that of the patients whose cases I have 
recorded above, we get 284 years as the average age of the women 
who were affected with placenta preevia in their first labours. Five of 
the thirty-five were forty years old and upwards, only four were twenty 
and under. How are we to interpret this marked partiality of placenta 
preevia.in primiparous women for those whose tirst labour comes: on 
at an advanced age? It may mean that ina young married woman 
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some years, until the usual dates of primiparity were passed, and — 
continued to exert a prejudicial influence upon the progress of the 
pregnancy, parturition, and the puerperium. I have seen illustrations 
ofall these. But it may be read another way. The longer a woman 
lives before being married the more chances she has of becoming the 
subject of some morbid condition which, now that she does marry, 
either prevents conception, or mars the normal development of the 
ovum, or lays the foundation for some anomalous labour. ‘The cases 
of the two patients, whose history I here record, points to an expla- 
nation in this direction; for Mrs. A was thirty-one years of age 
before she was married, and Mrs. B was thirty-five. 

2. Fatality of Primiparal Placenta Previa.—As in natural labour, 
and indeed in all varieties of labour, so here primiparity tells 1 Inju- 
riously on the prospects both of the mother and the child. 

1st, Mortality among the Mothers.—We can easily understand how ~ 
the less easily dilatable canals of any primiparous woman will make 
the delivery in placenta preevia both more difficult for the practitioner 
and more dangerous for herself. The difficulty and the danger only 
becomes more obvious when we remember the advanced age at which 
we find it so frequently occurring. The general maternal mortality 
in all the cases of placenta praevia collected by Read* amounts to 
1in 44. There are 1628 cases altogether, with a mortality of 380, 
or 23°3 per cent. Among primiparous cases the mortality rises to 
Fin. 32. (Of the 65 cases,’ 18. died, or 27°7 per cent: 

2nd, Mortality among the Children.—The proportion of the children 
that are lost in placenta preevia cases is startlingly high. From 
Read’s statistics we gather, in taking all the cases where the result to 
the child is given, that the deaths exceed the survivals by nearly a 
half. In 845 cases there were 508 dead children, giving an infantile 
mortality of 59°5 per cent. The proportion of fatal cases among the 
infants also becomes much greater when the mother is primiparous. — 
In fifty-six first labours, where the result is given, thirty-nine of the 
children were dead, giving a mortality of 69°8 per cent. The record 
is all the darker when we notein the column of “remarks,” that in| 
three of the cases the children died within ‘a few hours,” “ next 
day,” and ‘in three days ;” and if we transfer these from the survival 
column to the black list we get a mortality among the infants of 
seventy-five per cent. This mortality among the infants is partly due 
to the circumstance that the labour so often comes on prematurely ; 
most of the first born children that survived, so far as we can learn 
from Read’s statistics, having been carried till the eighth or ninth 
month ; only one was born at 74 months. I would only add with 
respect to the injury of the infant’s leg, that it was new to me to 
observe the lacerations of the muscles and vessels that had obviously 
taken place. But then the infants brought into the world under 
similar circumstances are most frequently dead, as we have just seen. 
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Hence, though such injuries may have been inflicted on them, we 
have no vital reaction to betray the mischief. 

Dr. Macponatp stated that he was persuaded there could be only 
one feeling—that of admiration—in the Society in regard to the paper 
which had now been read. There were so many points of extreme 
interest brought out in the paper, some of them touching upon 
subjects that are warmly discussed among the profession, that he felt 
it was very difficult indeed to make any critical observations upon 
the paper. He considered the remarks upon the various causes of 
sterility admirably put, and the more so, as within a short time ago 
he had the opportunity of observing and treating a case that would 
come under Dr. Simpson’s third head. It referred to a patient who 
had been several years married, and in whom penetration had never 
apparently taken place, although the vagina was of normal size, and 
the hymen, though persistent, not at all rigid. In this case the husband 
appeared to have failed in reaching the vagina, and in consequence the 
fossa navicularis was considerably distended, and its surface and that 
of the vulva generally rendered extremely irritable by repeated awk- 
ward attempts at connection. Abstinence from these abortive efforts 
for a time, with the application of iodoform ointment, and a little 
didactic expostulation with the husband, was sufficient to remedy 
the matters. As to the other question, he quite agreed with Dr. 
Simpson that retroversions and retroflexions of the uterus frequently 
gave rise to great trouble to patients, and that if we wished to do 
our best for our patients we must attempt to treat them. He also 
was satisfied that they frequently gave excellent results under 
treatment. He started life rather strongly disposed to disregard 
uterine displacements, and at any rate to avoid internal treatment of 
them. <A patient of his who suffered very greatly and long from a 
troublesome retroflexion was the means of convincing him that he 
was bound to reconsider his position. This patient suffered for 
upwards of fifteen months from much backache, from dysuria, and 
other troublesome symptoms. She also ultimately became pregnant, 
and aborted at the third month. He tried pads applied to the 
perineum, with and without supra-pubic pads, but the effect was m//. 
He tried internal medication with equally imperfect success. At last 
he resolved to straighten the uterus, and adapt a Hodge’s pessary. 
This he did with complete relief to the most of the symptoms. The 
patient fell pregnant in a few months, the instrument was removed 
about the end of the fourth month, and all went well. Since that 
time the same patient has been again twice delivered at term. She 
usually needs to wear the pessary during the periods between her 
pregnancies. This occurred at a comparatively early period of his 
practice, and the experience has more or less influenced his action 
ever since. Accordingly, when the uterus is mobile, and not fixed in 
its position of retroversion or retroflexion by adhesions, and gives rise 
to troublesome symptoms, he considers that it ought to be treated, 
and that it will usually give excellent results with a Hodge's pessary. 
Dr. Bantock maintains that retroflexion cannot be benefited in. this 
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way, but only retroversion. In this he thought he was mistaken, and 
that if the uterus is first straightened by the sound, and a Hodge 
introduced which is not too much curved in its posterior limb, the 
retroflexion may be removed, especially if, during the treatment, 
ergot is freely administered along with some form of bark. But he 
thought Professor Simpson would agree with him when he said, that 
if such treatment is employed before a uterus with a congested and 
tender fundus is first treated to subdue the sub-inflammatory symp- — 
toms, or if a Hodge is introduced against the fundus of a uterus that 
is fixed in position, and therefore irreducible, or if a pessary is applied 
when there is, as we so frequently find to be the case, associated with the 
displacement, ovaritis, perimentritis, or paramentritis, then the symp- 
toms are only aggravated by the mechanical treatment, and disaster 
is frequently the result. He (Dr. M.) knows of one case that was 
lately for several months in his ward, where the patient nearly lost 
her life through a putrid parametric abscess, which was originally 
started by the introduction of a Hodge’s pessary for retroversion. 
That case is not singular, but is one of many unfortunate results that 
are cropping up from time to time. ‘Therefore he believed it was the 
duty of those who, from special opportunities and experience, had to 
guide the mindsof students, and through them the profession, on 
this subject, to be careful to point out the great liability to abuse of 
pessaries. While satisfied that retroversion especially, but also 
retroflexion, gave good results to judicious mechanical treatment 
usually, he was far from convinced that similar advantages were 
found to follow treatment of anteversions and anteflexions. He was 
strongly inclined to believe that these, or at least anteversion, had 
better be let alone so far as regards mechanical treatment. He 
should have liked that Professor Simpson had extended his remarks 
to this subject, though it was scarcely germain to his main theme. 
He could not but congratulate Professor Simpson on the method of 
- treatment employed in the delivery. It was, he felt satisfied, the 
only proper treatment to adopt, when one saw the case in sufficient 
time to employit. Last night, curiously, he had an opportunity to 
prove its value in a case of placenta praevia, the placenta of which he 
took the present opportunity to place before the Society. This 
patient, after suffering repeatedly from hemorrhage for upwards of 
three months, had a specially severe attack last night. She was in 
the seventh and a half month; the cervix was freely transversible to 
the finger, and the placenta could be found projecting down to and 
over the left side of the os internum. The bleeding being copious, 
after a brief consultation with Dr. Playfair, he proceeded to dilatation, 
and concluded the process safely in about two hours, turning by the 
bipolar method. ‘The child was living, and the mother was to-day 
very well indeed. He believed that the profession were now 
becoming more and more convinced that it was not the proper 
thing to wait till the cervix uteri should dilate sufficiently to pass the 
hand, and thus allow the patient to run the risk of severe heemor- 
rhage. ‘The most effective procedure was, so soon as the bleeding 
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presented itself in such amount as to satisfy the attendants that, if it 
continued in that amount, it would ultimately endanger the life of the 
mother, to dilate with Barnes’s dilators, and deliver by version. 
Even in primipare the dilatation was usually easy, owing to the 
presence of the hemorrhage, and during the dilatation the presence 
of the bags arrested the flow. He had not himself experienced any 
difficulty in removal of the placenta in such cases. But he was 
satisfied there was a special liability to post-partum hemorrhage, 
consequently he never now left the bedside of such patients for 
several hours after delivery, and always used ergotine before the 
expulsion of the placenta. He once lost a patient, and very nearly 
lost another by post-partum hemorrhage after placenta  preevia. 
They were both consultation cases, and he thought the danger might 
possibly have been avoided had not the medical men in charge of 
the cases and he left so soon. 

Dr. UNDERHILL commended the paper. He was especially interested 
in Professor Simpson’s remarks on placenta previa. One of the 
most interesting points in these cases was the relation of age. Re- 
garding the period at which we should interfere referred to by Dr. 
Macdonald, we were now more at one as to the necessity of early 
recourse to operative measures, thereby relieving the patient of 
the further risks of bleeding. When we considered not only the 
immediate but remote effects of heemorrhage, the propriety of early 
interference was imperative in the interest of both mother and child. 
While recommending the use of Barnes’s bags, he deprecated too 
rapid dilatation in most cases, and mentioned the case of a patient 
who in consequence had suffered from perimetritis. 

Professor SIMPSON, in reply, said that, as there were so many points 
for discussion in the paper, he had not expected that any of the 
Fellows would have entered on the general question of treatment of 
placenta previa. His principle was to recognise the value and 
proper application of all methods of interference, so as not to tie his 
hands in any way, but to be prepared to suit his treatment to each 
particular case. * In this instance he bad remarked that, in introducing 
Barnes’s bags, the placenta was separated to a certain extent, which 
no doubt assisted to stop the bleeding. Dilatation he thought a 
method of treatment now fully appreciated by every one. As to the 
flexions, he purposely kept off the wide range of these displacements. 
He especially deprecated the taunting writing of many who styled as 
mere mechanicians those who treated mechanically these displace- 
ments. We should be careful always not to employ pessaries or 
even the uterine sound in any inflammatory cases, either metritic, 
peritonitic, or oophoritic.- The men who knew best their value 
regarded such use as an abuse of them. 
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| Meeting, Wednesday, 12th February, 1879. 
Dr. WiLson, President, in the Chair. 


Mr. Richard Freeland, M.B., Broxburn, was admitted an Ordi- 
nary Fellow. 

Dr. Macponatp exhibited a foetus and placenta from a case of 
severe accidental hemorrhage. ‘The woman was an out-door patient 
in connection with the Royal Maternity Hospital, and was about the. 
fifth month of her tenth pregnancy. When he, Dr. M., was called to 
see her, about two o’clock a.m., he found the amount of blood lost 
had been enormous, the whole of the mattress and the bed-clothes 
being drenched. There was no history of injury nor fall, the only 
possible cause for the separation of the’placenta being that she had — 
washed out the floor of her house the night previously. Her former 
labours had been natural. At this time the pulse was almost imper- 
ceptible, but recovered somewhat in strength, after sulphuric ether 
had been once or twice injected subcutaneously. Previously to Dr. 
Macdonald’s arrival Dr. M‘Watt had plugged the vagina, but the 
bleeding still continued. The os admitted one finger, but not two. 
After an ineffectual attempt to dilate the cervix by Barnes’s dilators, 
he tried to turn by the bipolar method, which was rendered very 
difficult in consequence of a large mass of clot behind the foetus, 
pressing it downwards and fixing it towards the left. He now 
ruptured the membranes, and after the escape of some water and clots 
was able to move down a leg. But the limb was too feeble to be 
useful as a tractor to dilate the excessively rigid os. As the bleeding 
was now slight, and the pains, though also slight, recurred at regular 
intervals, Dr. Macdonald thought it better to wait till morning and 
see whether the cervix would not dilate somewhat. He was unwilling 
to administer ergot, because he feared it might increase the already 
present rigidity. Meanwhile the student in charge of the case re- ~ 
mained in attendance. At 8.30 a.m. he received again a message 
from Dr. M‘Watt that the bleeding continued, and he reached the 
patient’s house alittle past 9 a.m. The patient was now in a con- — 
dition of impending collapse ; vomiting was excessive, and the pulse 
frequently imperceptible, whilst the cervix had undergone no apparent 
change. The bleeding was still continuing, though slight. Suhe 
being the state of matters there was evidently no time for delay— 
chloroform was administered cautiously, ether injected subcutaneously, 
and two or three slight notches made round the edge of the os with 
a probe-pointed bistoury to gain a little more room, after which the 
foetus was removed by the aid of a pair of abortion-forceps. The 
placenta, which had been entirely separated, and along with ita large 
mass of clots, followed. Ergotine was injected subcutaneously. The 
uterus contracted powerfully, and there was no further hemorrhage. 
The patient came round from the chloroform, but gradually sank in 
about two hours afterwards. A post-mortem examination was 
refused, 
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_ Dr. Croom showed a uterus and annexa of a patient who died of 
malignant peritonitis. The right ovary presented a large malignant 
mass, the size of a foetal head ; the left Ovary was cystic. 

Dr. KEILLER directed attention to a notice and illustration of a 
new tractor for obstetric forceps, in the last number of the British 
Medical Journal, 8th F ebruary (page 189), by Dr. Duke, of ‘the 
Rotunda Hospital, Dublin, and reminded the Society that two meet- 
ings ago, when the principles of Tarnier’s forceps were practically 
demonstrated by Dr. Bell, of Glasgow, he stated that he had occa- 
sionally used a similar hook or tractor for the same purpose—viz., that 
of aiding the blades of the forceps in drawing the child’s head down- 
wards and backwards instead of forwards, and which more natural 
direction the ingenious forceps of Tarnier were principally intended 
to accomplish. On Dr. K. fixing the hook, which he then exhibited, 
into the fenestrum of his lower forceps blade and comparing it with 
Dr. Duke’s woodcut, the only difference observed was in the ring 
extremity of the latter, which was said to be useful in applying addi- 
tional power when extraordinary extractive force was necessary. 





LVote of a Case of Spasmodie Contraction of the Lower Uterine Segment 

during the First Stage of Labour. 

By ANGus MACDONALD, M.D., Lecturer on Midwifery and the Diseases of Women 
and Children in the Medical School ; Physician and Clinical Lecturer on the 
Diseases of Women, Royal Infirmary ; and Physician to the Royal Maternity 
Hospital, Edinburgh. 

Mrs. C., residing in Canongate, Edinburgh, was confined for the 
fifth time on the evening of the r6th December, 1875. Mr., now Dr,, 
John Osbert Wilson, of Huntley, who was at that time a pupil of mine 
at the New Town Dispensary, was summoned to attend her. 

On his arrival he found that, though the labour pains were severe 
and the outer rs \of the cervix half dilated, with the bag of membranes 
protruding through it, it was impossible for him to make out any 
presenting part, even after he had made repeated endeavours to do so. 

He accordingly called for me at 8.45 P.M., after which we went 
together to the patient’s house, arriving there at 9.30 P.M. 

On vaginal examination I found, as Mr. Wilson had Stated, that 
no presenting part could be reached. The examination, indeed, led 
to very peculiar results. Immediately above the cervical segment, 
which was half dilated and easily dilatable, the lower uterine segment 
was felt to project or bulge in a peculiarly rigid or shelving manner 
from before backwards, so as to close in the anterior half of the pelvic 
inlet. Posteriorly a similar condition of the lower uterine segment 
existed. The rigidity of the parts was so great that it was impossible 
fo say whether the head or the side of the child was behind the 
uterine wall. | 

On external manipulation the uterine tumour felt normal in shape 
and direction, except, perhaps, that it was more fully rounded than 
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usual ; but there was no evidence from external palpation that there 
existed a transverse presentation. 

I made repeated trials to make out the presenting part, but utterly 
failed. The perineal and levator ami muscles, as well as the lower 
uierine segment, were observed to be thrown into a condition of 
intense spasm by every attempt to perform a vaginal examination, — 
and this circumstance added greatly to the existing difficulty of 
making a diagnosis of the presentation. But independently of this 
complication the lower uterine segment was so rigidly contracted that 
it was simply impossible to feel anything through the walls of the organ. 

I now put the patient deeply under the influence of chloroform. 
The spasm of the perineum and of the lower uterine segment dis- 
appeared at once, and I was able to feel behind the membranes at the © 
brim a small head presenting. This observation was made and con- 
firmed by Mr. Osbert Wilson. The membranes were now ruptured 
artificially, giving eseape to a considerable amount of liquor amnii. 
We then waited for some time in the expectation that a pain or two 
would expel the head. 

After delaying a considerable time, on again examining during a 
pain I perceived that a contraction of the lower segment of the uterus 
was such that the outer os and the cervical cavity were flaccid during 
a pain, whilst the inner os was closely shut by the rigid belt of uterine 
fibres powerfully contracted above it. During each pain it was im- 
possible to feel any presenting part. Instead of the head being de- 
pressed by the uterine action, it was very distinctly elevated. 

We now allowed the labour to proceed uninterfered with a con- 
siderable period longer, but as no progress was being made I ulti- 
mately resolved to chloroform the patient deeply, and deliver by ver- 
sion. I was encouraged to do so by having already found that 
chloroform subdued the spasmodic contraction in the perineum and — 
uterus. 

After aneesthetizing the patient there was little difficulty in passing 
the thumb and forefinger through the internal os uteri, and that was 
all that was required, as the knees of the child were found near the 
internal os uteri towards the right, the presentation being a vertex in 
the left oecipito-anterior position. The right foot was brought down 
with ease and version completed. 

After version was effected the child was observed to he with the 
dorsum to the right and backwards, but under the influence of the 
pains and the mechanical effects of the genital passage as the body 
was pushed through the pelvis, the dorsum of the child rotated to the 
right and forwards, thus illustrating the truth of Fritch’s* views that 
the rules respecting the choice of a foot in turning, framed with the 
object of throwing the dorsum of the child anteriorly, are quite 
superfluous. 

There was slight difficulty in getting the shoulders disengaged, not, 
however, apparently on account of any persistence of the spasm, but 





* Archiv fiir Gynakologie, Bd. iv. s. 481. 
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because the patient at the moment was only partially under the in- 
fluence of the chloroform, and struggled a good deal. The child was 
accordingly born semi-asphyxiated, but quickly came round and cried 
lustily. , 

The placenta was expelled spontaneously about fifteen minutes 
after the birth of the child. There was no tendency to post-partum 
hemorrhage. 

We ascertained that this patient was the subject of epilepsy during 
the periods between her pregnancies. 

Although irregular and spasmodic contraction of the lower uterine 
segment in the immediate neighbourhood of the internal os uteri is 
common enough inconnection with the second stage of labour, and 
more especially in cases of breach presentation, primary or induced, 
and, farther, although it is a comparatively frequent occurrence during 
the third stage of labour, forming then one of the chief causes of 
retained placenta, the accident is very rare, indeed, in my experience 
unique, in connection with the first stage of labour. 

I have therefore deemed the case of sufficient importance to 
warrant me laying before the Society the above brief record of it, 
believing that, if for no other reason, the rarity of its occurrence 
would of itself make the account of the case interesting. 

Every one who has frequently performed the operation of turning is 
well aware of the trouble that is occasionally experienced in getting 
the after-coming head through the spasmodically-contracted lower 
uterine segment, and is able to refer to cases in which healthy children 
have appeared to have been lost in consequence of this delay to 
delivery occasioned by this accident. 

Likewise, also, every accoucheur of experience has met with 
humerous cases that have given him trouble, and have caused his 
patients serious danger from hemorrhage, and delay arising from the 
same cause during the third stage of labour. 

But it is allowable to assume that, under such circumstances, there 
has become operative during the second or third stage, either spons 
taneously or in consequence of mechanical or medicinal treatment, 
some irritative influence or influences which have caused the lower 
uterine segment to contract irregularly. In the case under considera- 
tion it is impossible to imagine that any cause ab extra determined 
the irregular uterine contraction, as this supervened before the waters 
tuptured, and, indeed, before any interference whatever had been 
taken with the course of the delivery. 

In the further discussion of the case we propose to consider briefly, 
Ist, what was the exact nature of the irregular contraction ; 2nd, how 
it was most probably brought about ; and, 3rdly, what is the best treat- 
ment to adopt in such circumstances. 

Ist, It is evident from the fact that no presenting part could be 
felt during the pains, and that the lower part of the uterus felt at the 
same time hard as a deal board, that the spasmodic contraction did 
not affect merely a limited band of circular fibres surrounding the 
internal os uteri. ‘The irregular contraction clearly involved a con- 
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siderable amount of the lower part of the body of the uterus, and it 
was, moreover, powerful in its nature. 

But it appears to me nearly equally clear that the upper part of the 
body and fundus did not contract with corresponding force, for if 
such had been the case the head would not have so distinctly receded 
during the contractions as it was observed to do, and it further 
appears to me that even the child could scarcely have escaped from. 
injurious pressure after the waters ruptured, if the contraction had 
been both severe and general over the entire body and fundus. It 
is to be noticed that the contractions were allowed to continue some 
considerable time after the membranes were ruptured. Indeed, it 
would appear that here, as in the third stage of labour, the common 
term hour-class contraction might be advantageously replaced by — 
that of hour-glass relaxation. For, in the latter case, the fact that we 
so very frequently find the placenta on the distal aspect of the con- 
tracted area, and still unseparated, proves beyond reasonable question 
that the part of the uterus beyond the contracted portion is ina 
condition more allied to paralysis than to spasm. 

It would thus appear that in this case the lower uterine segment — 
was thrown into a condition of powerful contraction, whilst the 
fundus and upper part of the body were by no means contracted to 
the same amount—in fact, were probably little contracted. 

That in speaking thus of the effects of spasm of the inner os when 
combined with powerful contraction of the body and fundus, I am 
not heedlessly theorizing 1s proved by facts, which show that the 
most serious injuries to the child may arise in connection with 
spasmodic contraction of the fibres in the neighbourhood of the 
internal os uteri, provided that the body and fundus act powerfully 
atthe same time. This is clearly demonstrated by the record of a 
case lately reported by Dr. J. Veit in Bd. ill. s. 253, Zeitschrift fir 
Geburishulfe und Gyndkologie, in which two severe fractures of the 
child’s skull were found to have resulted from spasmodic contraction 
of the uterus, the result of the early administration of the ergot of 
rye in a case ‘of extremely rigid cervix in a primipara, although the 
pelvis was perfectly normal. 

The spasmodic condition of the internal os uteri was in this 
instance shown to have existed in a high degree by the presence of 
a marked depression passing across the thorax of the fcetus obliquely 
downwards from right to left, and dividing the body into two distinct 
portions. The skin of that portion of the child’s body above the line 
was coloured deeply red, whilst that situated below the line was 
completely blanched, indicating that the latter portion had been 
continuously subjected to severe pressure, whilst the former had been 
relatively less pressed upon. Of course, the position of the child’s 
bedy above the depression occasioned by the internal os uteri would 
have been only subjected to the pressure of the cervical segment of 
the uterus, whilst that below the depression would have the entire 
force of the musculature of the body and fundus spent upon It. 
Hence the blanched appearance of that part of the child’s skin. 
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2nd, As to the usual causation of spasmodic stricture of the fibres 
in the neighbourhood of the internal os uteri, Spiegelberg, in his 
classical work on midwifery, sec. 422, says:—‘‘ The causes are the 
escape of the waters at the commencement of the delivery, or, indeed, 
independently of this, in breech and transverse presentations, ill- 
timed traction upon the presenting parts, undue irritation of the 
muscle generally, the improper administration of ergot of rye, ex- 
posure of the lower half of the body to cold, and also metritis. 
The same causes continue to operate in the third stage of labour, 
only there falls to be added to them as a special source of irritation 
to the sphincters, the traction on the navel-string in case the placenta 
is not completely separated, or for other reasons is contained within 
the uterine cavity.” 

In this group of causes, and it is a very exhaustive one, and em- 
braces most of those given in works on the subject, I can find nothing 
whatever to meet my case. I think, moreover, as already stated, 
that in the case recorded by me the irregular action was not confined 
to the circular band of fibres that surrounded the inner os, but was 
more generally distributed over the lower uterine segment. 

At any rate, neither early escape of waters, abnormal presentation, 
administration of ergot, nor any other interference with uterine action 
by medicine or manipulation, could be blamed for the peculiar results 
in the present instance. It therefore appears to me evident that 
some other cause must be sought for to explain the strange pheno- 

-menon in connection with this delivery. 

This cause, so far as I can judge, is nowhere to be found except in 

the peculiar condition of the patient’s nervous system, which we may 

fairly assume to have been predisposed to irregular manifestations of 
force when we know that the patient was a chronic epileptic. It is 

farther observed in the record of the case that the mere stimulus of a 
vaginal examination was sufficient of itself to throw the perineum 

Into such a condition of spasmodic contraction as rendered it nearly 
impossible to obtain any information from the examination until the 

patient was deeply anzesthetized. 

It would, therefore, appear to me that the predisposing cause in 
this case was a neurosis affecting the vagina and the lower part of the 
uterine body, but not extending to the upper ranges of the body or 
to the fundus uteri, and which seemed to act in such a manner, on 
slight stimulus, as to throw the parts within its reach into a condition 
of spasmodic contraction. The pressure of the head during a pain 
against the internal os would appear of itself to have been sufficient 
to start this spasmodic condition, or, in other words, to have probably 
acted as the proximate cause of the spasmodic condition. 

_ Iam well aware that it is frequently said with some truth that the 
Nervous system is the refuge of the destitute, meaning that if we can 
find no explanation of a difficulty, we are extremely apt to rest satis- 
fied with referring it to irregular nervous action, when we would be 
acting more in consonance with truth by confessing our inability to 
explain the unknown cause. But at the same time, a fear of this 
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kind must not frighten us from grappling with a difficulty, nor does 
it warrant us in neglecting an evident nervous explanation when that 
is obvious, as I think it was in the present case. 

The state of matters in the present instance, if my view is correct, 
is therefore analogous, in some degree at least, to a vaginismus. A 
slight local stimulus is in that case sufficient to throw the vagina and 
perineum into a condition of painful and powerful spasm. 

The main difference, so far as I can see, between a vaginismus 
and such a condition as I have described in the present case, consists 
in the fact that the spasm was found to involve a portion of the lower 
uterine segment as well as the perineum. 

It is worthy of remark, and is, moreover, strongly indicative of the 
strongly-marked difference in physiology and pathology between the 
neck of the womb and the body of the organ, that no part of the 
cervix was found to be involved in the spasmodic action which 
affected the perineal muscles and the lower part of the uterine body. 

3rd, Then as to treatment there remains little to be said. From 
what we know of spasmodic contraction in general, and what is called 
hour-glass contraction in particular, the principles to guide one are, 
the avoidance of every cause likely to irritate the uterine muscle, 
especially in operating, whether in drawing down a breech, or in per- 
forming the operation of version, and to apply sedative treatment, 
with gradual dilatation of the spasm, once it has occurred. The 
sedatives may be various—opiates, chloroform, and chloral giving 
good results. In the present instance there was no irritative influence 
to remove or avoid. The spasmodic condition readily and com- 
pletely yielded to the tolerably deep administration of chloroform. 

Had I had forceps by me I daresay I should have preferred to use 
them, as there was undoubtedly some risk in case the stricture should, 
notwithstanding the chloroform, impede the safe delivery of the child 
by forming itself round the neck during extraction of the foetus. But 
version proved to be the readier method of the two, and the result 
justified me in performing it. There was no difficulty experienced in 
getting the head through the pelvis. 

Dr. Peet Rircuie had not met an exactly similar case, yet it was 
evident that examples of such irregular spasmodic contraction were 
seen from time to time. He mentioned a case of this nature which 
had lately occurred in his practice ; when he examined considerable 
progress had been made, the os being dilated to size of a crown-piece, 
and cervix soft and dilatable. The pains were regular and of some 
strength, and yet progress was arrested. Perceiving the spasmodic — 
character of the delay he first tried the effect of lessening the contents 
of the uterus by rupturing the membranes, but without good result. 
He next gave ergot with the view of increasing general tonicity of the 
uterus, but only with the result of giving increased pain to the 
patient. He then administered opium, with the result of overcoming 
the spasm ; the os freely dilated, and labour soon terminated. He 
believed in these cases that there were some emotional cause at work — 
to account for the phenomenon, or that the irritation in examina- 
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tion was sufficient to act reflexly on the uterus in females of that 
temperament. 

Dr. Croom thought “hour-glass” a bad term, which we might 
discard. In these irregular contractions he thought the inner os was 
the part most commonly found in a state of spasm. 

Dr. UNDERHILL observed that the recession of the head during 
contraction showed the spasm evidently to be in the cervical portion 
of the organ. He did not agree with Dr. Croom that we could 
conveniently do away with the term hour-glass contraction. He 
thought it was a term universally recognised as meaning spasm of the 
os Internum. 

Professor Srmpson had also listened with interest to Dr. Mac- 
donald’s communication, and thought that the term “hour-glass 
contraction” was sufficiently distinctive to point the mind to the 
condition of irregular action of some bundles of the muscular fibres 
which Dr. Macdonald had so well described. He (Dr. Simpson) 
was hot sure, any more than Dr. Ritchie, that he had met with a case 
quite similar to Dr. Macdonald’s. Sir James Simpson used to teach 
his students to look out for cases of labour delayed by irregular 
spasmodic contractions of the muscular bundles in different segments 
of the uterus. In treating of labours delayed from inefficiency of the 
parturient powers, he used to illustrate this point by calling attention 
to the well-known conditions of inefficiency of the uterus in the third 
Stage : how in one set of cases the fibres were all inert, and in 
another some were atonic, while others were active. These same 
conditions, according to him, were to be met with in the second 
Stage, or even at the close of a mismanaged first stage. The sum- 
mary of Sir James’s teaching would be found in the Lecture-Notes in 
the volume of his selected obstetrical works, edited by Dr. Black. 
The lessons he (Dr. Simpson) had learned in the University he had 
seen confirmed occasionally in practice, and as Dr. Macdonald could 
not say how long the labour in his case had lasted, it was fairly 
questionable whether it might not belong to the somewhat rare but 
well-known category of cases referred to. The treatment which they 
had been taught to adopt in such cases, and which he had followed, 
with the best results in the few instances where he had met it, was 
just that which Dr. Ritchie finally adopted, and adopted successfully 
in his patient. When all sources of reflex irritation from bladder, 
bowels, &c., had been removed, the patient was to be deeply 
anzesthetized and opiatized. There was no harm in suspending 
irregular uterine action so long as the membranes were unbroken, 
and the child’s heart beating healthily. The whole uterus as well 
as the system generally were brought into a state of quiescence ; 
and after a period, sometimes longer, sometimes shorter, during 
which the vital dilatation of the soft canals progressed, the uterus, 
as if reinvigorated with the rest, resumed its work, and easily com- 
pleted the labour. 

Dr. KeILLER remarked that Dr. Macdonald’s case seemed of such 
a nature that, had it occurred in any less experienced hands, he might 
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have been disposed to ask, Why was it not left more alone? but 
this he dared not question, seeing that Dr. Macdonald had personally 
watched its progress, and successfully overcome the apparently rare 
‘“‘hour-glass” condition. It was proper enough to adhere to the old 
name of ‘ hour-glass contraction,” provided we limited the term, as 
Dr. Macdonald had done, to the abnormal stubbornness of the 
circular fibres around or near the inner os, which were known to be 
sometimes slow in yielding, especially in preternatural presentations, 
where the presenting part did not readily get far enough down to 
exercise a due dilating force. We know that the uterus even in the 
first stage occasionally becomes impatient, and that its contractions 
sometimes continue to be abnormal, even to the failure of the usual 


dilatation of the os at the proper time. It is in such cases that in _ 


sending the whole organ to rest by opium, chloral, or chloroform, the 
natural contractile arrangement of its muscular force afterwards 
comes into play, so as to advance the labour aright even without the 
necessity for manual or instrumental aid. The present case, how- 
ever, was unquestionably an unusual one, otherwise Dr. Macdonald 
would not have treated it so specially, or taken the trouble to report 
it to us so fully as he had done. 

Dr. MacponaLpD, in reply, thanked the Society for the reception 
accorded to his paper, and for the criticisms made. He would not 
delay the Society by any lengthened remarks, because he was aware a 
much more important paper awaited consideration. He was sorry 
that, in consequence of imperfection of the record, he could not 
recollect how long the labour lasted before he saw the patient. But 
his impression was that she had been a great part of that day ill, late 
in the evening of which Mr. Wilson asked his assistance. As to the 
strictures on the treatment made by Dr. Keiller, he could only say, 
that in the circumstances he adopted the means that recommended 
themselves to his judgment as most suitable, and perhaps that was as 
good a reason as one could ordinarily give in favour of a particular 
treatment. The occurrence of such cases was clearly very rare, 
since, so far as he could make out from Spiegelberg, though the 
paragraph was decidedly not very clear, it would appear that he in 
his great opportunities had only met with three cases at term. He 
was not aware of the description of the phenomena of this condition 
given by Sir James Simpson, for though he attended to his valuable. 
prelections with the greatest care, he had failed to notice any 
reference of the kind, and certainly the statements in the summary 
of Sir James’s lecture did not cover such a case as this. But he 
accepted the statement made by the Professor of Midwifery, and was 
glad to find that the observations in regard to the condition of the 
lower uterine segment ascribed to Sir James precisely corresponded 
to the fact of experience observed and described in this case by him- 
self. As to the term “ hour-glass contraction” objected to by Dr. 
Croom, he might say that the subject of the paper was so given in the 
billet in order to make the meaning as clear as possible ; for, how- | 
ever unlike in shape the resulting figure of the uterus may be to that 
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of an hour-glass, the term is generally understood among the profes- 
sion as indicative of spasmodic contraction of the circular band of 
fibres around the inner os uteri, which forms the extreme inferior 
limit of the lower uterine segment. But Dr. Croom will find that 
when the paper is published his susceptibilities are respected, for the 
contribution will be named, as it is headed at present, “ Note of a 
Case of Spasmodic Contraction of the Lower Uterine Segment during 
the First Stage of Labour.” 





Opnecie Summary. 


Lixtirpation of the Cancerous Uterus. 


Dr. Von Massari relates a case of extirpation of the cancerous 
uterus followed by a fatal result. The patient was fifty-three years 
old, the mother of nine children. Menstruation had ceased at the 
age of forty-three. A vaginal discharge had existed for two years, 
for six months irregular hemorrhage had occurred, and the discharge 
had become offensive. There was no pain, and the general condition 
was good. ‘The cancerous cervix was hollowed out into an ulcerated 
cavity which admitted the finger, bled readily on touching, and from 
which a scanty offensive discharge flowed. The uterus was quite 
freely movable, and no trace of the disease could be discovered in 
the pelvis. 

The operation was performed on February 1, 1879, in a room 
disinfected by thymol spray, and the patient was placed with her 

ead towards the window, the thighs flexed and abducted. A mixture 
of chloroform too parts, ether 30, and alcohol 20, was used for 
anzsthesia. ‘The vagina was syringed with 5 per-cent. solution of 
carbolic acid. An incision “having been made from umbilicus to 
pubes, the author succeeded with difficulty in pressing the intestines 
and omentum up into the upper part of the abdomen by means of 
compresses dipped in warm thymol solution. The edges of the 
wound were then held apart by means of a kind of clamp invented by 
the author, so as to allow a free view into the pelvis. 

_The operator then placed himself between the patient’s knees, and 
introducing the left hand into the vagina, introduced the lowest loop 
of the sutures for the broad ligament at each side in a manner similar 
to that adopted by Freund, the needle being inserted at a 
point 1 cm. from the lateral border of the lip of the cervix, 
and entering successively the anterior and posterior pouches of 
peritoneum at a poimt 1 cm. from the border of the uterus. 
The first loop at each side enclosed the lower third of the 
broad ligament, and two more loops secured its middle and 
upper thirds respectively, the uppermost loop being placed outside 
the ovary. In closing the wound the author adopted a different 
method from that of Freund. ‘Three sutures were passed from 
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vagina into the peritoneal cavity, between bladder and uterus, and a 
similar number of loops were passed from vagina into pouch of 
Douglas, intended to draw down the ends of the sutures after removal 
of the uterus, and so complete the loops, to be tied in the vagina, 

and so unite the anterior and posterior cut surfaces. Two of these 

loops, however, were cut in separating the uterus, and the two corre- 
sponding sutures had afterwards to be passed by a straight needle 
from above into the vagina. During the separation of the uterus, the 
fundus was drawn upwards, or to the side, by means of Luer’s 

forceps. As soon as it was cut away, the pelvis filled rapidly with 

blood, and the uterine and some smaller arteries were found to be 

spirting, and to require ligature. The cut surfaces were then brought 
together by the sutures before mentioned, and intermediate gut- 
sutures were inserted, and tied on the peritoneal side. The peritoneal 

cavity was sponged out, and four drainage tubes inserted, antiseptic 
dressings being applied. The operation lasted an hour and: a 
quarter, and, at the end of it, the patient’s condition was good; 

pulse 96. In the evening the pulse had risen to 118 ; temperature 
38°3 C., and vomiting had occurred once. On the second morning, 

temperature 38°6 C., pulse, 120; evening, temperature 39°3 C., pulse, 

140. There was now frequent vomiting of watery fluid, and the 
features had become drawn. On the third evening, temperature 
had risen to 41 C., pulse could not be counted. Death occurred 

about midnight. 

At the autopsy the peritoneal cavity was found to contain about 
ten c.c. of semi-purulent fluid, and the peritoneum was coated thinly 
with lymph. The right ureter was found to have been cut across about 
three cm. above its opening into the bladder, and its upper portion was 
included in one of the ligatures. The pelvis, and calices of the right 
kidney, as well as the ureter, were slightly dilated. In the removed 
uterus the inner two-thirds of the wall of the cervical canal was 
found to be infiltrated with medullary carcinoma. | 

To avoid the risk of wounding the ureters, the author proposes, in 
future, to pass bougies into them, as a preliminary to the operation, 
He finds, however, that Simon’s method of sounding the ureters is too 
difficult and uncertain, and therefore proposes to dilate the urethra, 
pass into the bladder Simon’s urethral speculum, and by its aid to 
sound the ureters. In one trial, he has found this easy to accomplish 
with the aid of an ordinary lamp light and reflector.—Centralblatt 
fiir Gynak., May 24, 1879. 

Dr. F. J. Kochs, of Bonn, in the Archiv fiir Gyndkologie, 
B. xiv. H. 2, relates a successful case of extirpation of the cancerous 
uterus. The patient was thirty-nine years old, the mother of two 
children. She was in good health, and menstruation was regular up 
to January, 1878. After the menstrual period of that month, a dis- 
charge commenced. Occasional hzemorrhage, but not to any con- 
siderable degree, had also taken place, and but little pain had been 
felt. When she came under the author’s observation, at the begin- 
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ning of the following April, the cervix was found to be hollowed out 
into a deep crater, and enlarged by malignant growth, which reached 
up to about one cm. from the vaginal insertion, but nowhere 
overpassed that boundary. The uterus was about as much enlarged 
as it would be in acute metritis, and was movable, although not quite 
freely so. Microscopic examination of a small portion of the growth 
showed it to be carcinoma. ‘The tendency to hemorrhage was con- 
siderable. 

Menstruation came on on April roth, lasting seven days; and on 
April 28th the operation for extirpation was undertaken. The patient 
was placed with her head towards the window, and lower than the 
pelvis. The anesthetic was chloroform, given by Junker’s inhaler ; 
and care had been taken to administer purgatives for several days 
previously. Carbolic spray of a strength of one per cent. was used 
at the operation. The incision was made from the mons veneris to 
about two finger-breadths above the umbilicus, and the edges of the 
wound were held apart by retractors. It was found possible to hold 
back the intestines in the upper part of the abdomen by means of a 
handkerchief dipped in carbolic solution. ‘The three loops of strong 
silk ligature were placed on the broad ligaments at each side, from 
above downwards, the last loop entering the vagina. Each loop was 
doubled, so that the innermost thread was close to the uterus, and 
the outer one about one cm. from it. The threads of the inner 
loops were cut short. A simple long, slightly-curved needle was 
used in passing all the ligatures. The lowest loops became slack 
after division of the upper part of the broad ligaments, and had to 
be replaced. The lowest loop on the left side had again to be re- 
placed after complete separation of the uterus from the right broad 
ligament, and from the bladder and rectum. In passing the loops, 
in order to avoid lesion of the Bladder, the finger was passed into 
that viscus, after dilatation of the urethra. The ovaries were removed, 
the mes ovaria being tied with silk. A supplementary ovary was 
noticed on the left side, situated from one to two cm. within the lett 
ovary. This was removed in like manner. The bladder was sepa- 
rated from the uterus by using the scalpel from above, guided by the 
finger within the bladder. The knife was also used to pierce the 
vagina from the pouch of Douglas, and the opening so made was 
enlarged to either side. The ends of the ligatures were drawn down 
into the vagina, after Freund’s method, and the wound of the peri- 
toneum was brought together in a transverse line by six fine sutures. 
The vagina was finally washed out with carbolic solution, but no 
tampon placed in it. 

Some vomiting occurred the same evening, and it was necessary 
to use the catheter about ten o’clock, no incontinence of urine having 
followed the dilatation of the urethra. Temperature 38°2° C.; pulse 120. 
On the second day, temperature was 37°; pulse 140. The same 
evening the pulse rose to 160, but after this improvement took place, 
although vomiting was frequent for several days. On the fifth day 
the pulse had fallen to 96; temperature 37°8° C. From this day the 
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vagina was washed out with carbolic solution by means of a specu- 
lum. On the eighth day, on removal of one of the sutures, a small 
collection of pus was evacuated from the neighbourhood of the punc- ~ 
ture. Convalescence went on undisturbed till May 24th, the twenty- 
seventh day, when rigors came on, followed by febrile symptoms. 
On the 26th a considerable discharge of pus took place by the 
vagina. Recovery was steady from this time. At the last examina- 
tion reported, which was made on June 6th, a funnel-shaped depres- 
sion remained at the summit of the vagina, with some small protu- 
berances; but these did not show, microscopically, any sign of 
cancer. There had been no recurrence of menstrual molimen. 

To simplify the operation, and avoid the difficult process of placing 
the lowest loops of the sutures which are to secure the uterine arte- 
ries, the author proposes in future, before placing these loops, to 
separate the uterus from the bladder and the pouch of Douglas, 
which will not, he thinks, cause much bleeding. The loops of suture 
can then be easily carried by a long, strongly-curved needle, like an 
aneurism needle, from the pouch of Douglas into the vagina, and 
thence into the anterior pouch of peritoneum through the opening so 
made. : 
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LABOUR OBSTRUCTED BY PELVIC) TUMOURS: 


FN SPECIAL REGARD TO LAPARO-HYSTEROTOMY, LAPARO- 
ELYTROTOMY AND HYSTERO-ECTOMY. 


By Pror. A. STADFELDT, M.D. 
(Continued from p. 360.) 
TUMOURS OF LESS DEFINED NATURE AND ORIGIN. 


THERE exist, however, other statistics also compiled in more 
limited territories, and in ~which the issue after Cesarian 
section is stated as by far more favourable. Among those 
most lately published, I have found one from America, by 
R. P. Harris,* and one apparently more reliable summary 
from Italy, by A. Corradi.+ 

The first-named author has for the years 1812-1 O77 
inclusive, compiled eighty-eight cases, with a mortality for 
the mothers of only 57 per cent, and the statistics of 
A, Corradi for the years 1789-1875 inclusive, embrace 158 
cases of Czesarian section, with a mortality of 67 .per 
cent. It can, however, not be doubted that both the long 
period, which particularly the latter statistics embrace, and 
the extensive territories whence the cases proceed, have 
weakened the exactness of the statistics. The issue of the 





* American Fournal of Medical Sciences, April and July, 1878. 
+ Eas p. 1054 and, sq, 
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operation also is seen to be worse in the last decennaries, 
which most likely is attributable to an increasing desire of re- 
porting the unfavourable cases, or perhaps rather to a de- 
creasing dislike of publishing them. Thus, for the last 
decennial period, the mortality in the statistics of Harris 
has grown to 83 per cent. and in those of Corradi to 
7@ per cent. | 

In contrast to this ill result of the operation stand the 
well-known successes of a few operators (Hoebecke, Michaelis, 
and L. Winckel), which are not fully explainable. It is 
possible that an amount of good-luck, a greater surgical 
circumspection or a lesser vulnerability in their patients, may — 
have contributed to these favourable results; but still it is 
most likely to be supposed that the main point has been the 
timely performance of the operation, which, again, has been a 
natural consequence of the existing absolute indication for 
Ceesarian section. It is, to wit, of vast importance for the 
issue, as far as concerns the mother, whether the Cesarian 
section be performed early .or late im the labour. The 
difference in prognostical regard can hardly be calculated ; 
but still I shall state that Harris thinks he has found that 
the mortality by the Czsarian section when performed early 
is only 25 per cent. It ought accordingly toe be 
pointed out that the Cesarian section, in many of the cases 
compiled from Denmark and Norway, is performed only at a 
very late stage of the labour, and that this circumstance 
perhaps in some measure explains the ill result. For the 
same reason also a comparatively great number of the 
children were dead before the operation. An early operation 
is consequently indubitably advantageous ; but we all know 
that we cannot always profit by this experience, since 
mostly a period of expectation, frequently even a long one, 
must pass before recourse is had to Czesarian section. 

We may perhaps explain the comparatively lower 
mortality after Czesarian section (62 per cent.), recorded 
in the casuistics of this Paper, by the circumstance that an 
early performance of the operation has been justifiable. 
This can, however, not be fully settled from the reports of 
the labours, as six of the eight cases of Cesarian section 
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with favourable issue belong to that series of pelvic tumours 
about which I have the least complete information. I allude 
to the cases Nos. 41, 42, 43, 45, and 48, consequently 
four from America and two from Belgium. 

{ shall, however, leave the sphere of conjectures and pro- 
babilities, and only cling to the experience that the prognosis 
for the Cesarian section has been, and indubitably yet, in 
some measure, is, very bad. In this experience is contained 
the justification for seeking other methods, which without 
sacrificing the foetus can be substituted for Cesarian section ; 
but before this can be done advantageously we must look out 
for the causes of the bad prognosis of the operation. Neither 
has it been difficult to find these causes ; the present know- 
ledge of the nature of the dangers attending the great abdo- 
minal operations gives the clue. Without considering at all the 
puerperal state, which, however, in itself conveys dangers, we 
need, in order to estimate the perils for the life of the mothers 
in Ceesarian section, only to point out the great inroad made 
by the opening of the peritoneal cavity, the great losses of 
blood which may occur during and after the operation, and 
finally the constant infection which the communication 
between the uterine cavity and the peritoneal cavity is apt to 
convey. The first peril, the infection at the very operation, 
can indubitably in the present age be conquered ; we gynzco- 
logists have witnessed the most remarkable results when 
ovariotomy is performed antiseptically, and the same will, in 
some measure, be attainable in Laparo-hysterotomy during 
the act of operation. The two other perils, the hemorrhage 
and the continued infection, is, on the contrary, more 
difficult to conquer. Sutures have been proposed, and 
indeed been applied to the uterine wound in order to keep it 
closed ; and I personally have been, and am in some measure 
yet, in favour of this *zodus operandi, as it no doubt is 
rational. But practically it cannot be denied that possibly, 
in some measure, the trust in silk sutures for keeping the 
uterine wound closed is fallacious. I have used silk sutures 
for the uterine wounds in both of the cases of Cesarian 
section I have performed (1870 and 1876); but at the 
autopsy the threads were found so slack that the wound 
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gaped notwithstanding the sutures, and although other 
operators have been successful in the application of suture, 
the same view as here propounded is shared by many 
experienced gynecologists (¢g., by Spaeth). The natural 
retraction and the intermittent contraction of the uterine 
tissue will quickly relax the nooses of the sutures, and when 
the uterine wound does not gape it is most likely more fre- 
quently due to the wound itself and its margins than to the 
suture. According to my opinion, a pointed expression for 
the utility of the sutures can be obtained by saying that 
suture is not needed for the uterine wound, when it is inclined 
to keep closed ; and that, on the other hand, the sutures 
mostly are of no use when the uterus during the retraction 
forces the wound to gape. It is, however, by no means my 
meaning that sutures ought not to be applied to the uterine 
wound, neither that I will not so apply them myself; but 
only that we ought not to entertain fallacious hopes of the 
method, and trust that it will insure a barrier between the 
cavities of uterus and abdomen. If application of suture to 
the uterine wound after Czsarian section is determined on, it 
will, at any rate, be correct to employ silver sutures. Harris 
has, to wit, in his statistics cited twelve cases in which suture was 
applied to the uterine wound ; of the mothers five were saved, 
and in three of these cases silver sutures were employed. 

Other methods than the sutures mentioned have, as is well — 
known, been tried in order to shut out the uterine cavity from 
the peritoneal cavity, and during the discussion at the Re- 
union of German Gynecologists at Miinich in 1877, it was 
proposed to adopt the older method, the utero-abdominal 
suture ; and as another expedient Zweifel proposed to close 
the uterine wound by placing the omentum over it. The 
quickly following adhesion should then effect the desired 
occlusion of the cavity of uterus. It is possible that these 
methods may have a prospect of success, although obvious 
objections might be raised against them. 

It is thus principally the continued infection after the 
operation, and in some measure the hemorrhage, which at pre- 
sent must be considered to be the greatest perils of the 
Caesarian section, and these perils have caused many voices 


Labour Obstructed by Petvie Tumours. A13 


to be raised in favour of those operations which might 
supplant the Cesarian section—viz., the Laparo-elytrotomy 
and the MHystero-ectomy, because the above-mentioned 
perilous sequels in a less degree attend these operations 
than the Czsarian section. 

By LAPARO-ELYTROTOMY is signified the oblique section 
along lig. Poupartii through the abdominal wall, extra-pert- 
toneally down to and through the wall of vagina. This opera- 
tion seems particularly to have become domiciled in America, 
and it is also there that the technical side of the operation 
has received its most complete development. A pupil from 
our University, Dr. H. Garrigues, has quite lately produced 
a valuable Paper* on Laparo-elytrotomy, or, as he calls 
it, Gastro-elytrotomy. Some of the most essential points 
in this Paper ought to be pointed out, because Drs. Thomas 
and Skene, who have performed the operation the 
greatest number of times,.in a way declare their views of it 
through the pen of Dr, Garrigues. The operation was 
proposed by Jorg, but in a manner so incomplete that 
it is more correct to say that it was a quite different opera- 
tion ; since, according to the proposition of Jorg, the peri- 
toneal cavity should be opened, and the wall of vagina 
thence be incised. Ritgen was the first who attempted to 
perform the operation extra-peritoneally (1821) at the place 
now adopted ; but he had to abandon the attempt, and pro- 
ceeded to deliver the woman by Czsarian section; whereas 
the younger Bandelocque succeeded in completing the 
delivery by laparo-elytrotomy, but the mother died. of peri- 
tonitis. The operation was thereafter, in a way, discovered 
for the third time by Dr. F. G. Thomas in North America, 
who after previously practising on dead bodies performed the 
operation in 1870; but both mother and child died shortly 
after the delivery, without, however, the method appearing, 
to have had any essential share in their death. Later he 
has performed the operation with permanent favourable 
result for both mother and child. Between the two opera- 
tions of Thomas occur three operations by Skene, by which 
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two mothers and two children were saved. In Europe, 
P. Budin has experimented on dead bodies, and ascertained 
that the operation can be performed without difficulty ; on 
a living person it has been lately performed by Whiteside 
Hime (Sheffield).* The mother, who had a far-progressed 
cancer uteri and fatty degeneration of the heart, died shortly 
after the operation, while the child lived. The operation is 
accounted as easy both by Skene and Whiteside Hime, and 
the first-named took only from ten to fifteen minutes to 
make the opening and bring forth the child. The Laparo- 
elytrotomy presents itself accordingly at once as an opera- 
tion worthy of the utmost attention, as it is stated that 
three mothers and four children were saved in the six cases 
from the latter times, and of the three mothers who died two 
seem to have been in a hopeless state before the operation. 
Garrigues has consulted with Drs, Thomas and Skene, 
and thereafter given a scheme of the indications and contra- 
indications of the operation, and also of its technology, 
as it has been developed through experiments on dead 
bodies and through the existing experiences from living 
persons. ‘The os uteri must be effaced before the operation, 
and, if this is not accomplished by the labour, the extension 
must be brought about by the bag-dilator of Robert 
Barnes, or by the fingers. The incision is made with the 
usual preliminaries and precautions on the right side, 3 cm. 
above, and in a parallel line with Poupart’s ligament; but 
the incision must not extend farther toward the mesial line’ 
than 4°5 cm. (1# inches) outside of and above the spine of — 
the pubes. By observing this rule of precaution, the lesion 
of the epigastric artery is avoided, and it is no doubt 
preferable to begin the incision outwardly, and continue it 
inward in the direction named up to the distance stated from 
the spine of the pubes ; since, in this manner, a too near ap- — 
proach toward the mesial line is most easily avoided. Next, 
the several layers in the abdominal wall are divided, and 
this is done with the knife until the connective tissue of the 
pelvis is reached: but here only blunt instruments are used 
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to disconnect peritoneum and to penetrate to the wall of 
vagina. An assistant draws the fundus uteri well upward 
and toward the left side, and the operator introduces the 
index and middle finger of one hand into vagina, in order 
to lift the wall into the abdominal wound ; then an incision 
is made into the vaginal vault, 3°8 cm. (1% inches) below 
the insertion on uterus. The incision is executed in a parallel 
line with the ilio-pectineal line, but is made no larger than 
that two fingers can be introduced ; it is then extended by 
rending. Very considerable stress is laid on the point that 
the spot for the incision be not too proximate to uterus, and 
that the wound be form, on account of the critical proximity 
of ureter, and because the lesion of this latter is best 
avoided by the rules of precaution mentioned. The hand 
is next introduced through the wound, and the child is 
brought forth by version, extraction, or in any way nearest 
at hand. The cutaneous wound is closed by silver sutures. 
The hemorrhage is rarely of any consequence when the 
above-mentioned method is followed. But it cannot be 
denied that the bladder appears to be in great danger; 
since, in the three cases in which the mothers recovered 
after the operation, there arose urinary fistule, which only 
healed or closed during the course of the process of granu- 
lation. It will become ours future problem to discover 
whether laparo-elytrotomy can be performed on the left 
side with equally good chances as on the right. The latter- 
day operators have always chosen the right side from fear 
of insufficiency of room on the left side, but it will, at any 
tate, become necessary to attempt the operation on the left 
side, when it is to be performed for the second time on the 
same woman ; since certainly it scarcely will be possible to 
isolate the peritoneum at a repetition of the operation on the 
same side. The healing process will altogether easily cause 
such adhesion and tension of the tissue that a dangerless 
repetition of the operation on the same side will become 
impossible. | 

The principal indications for laparo-elytrotomy are, 
according to the American authors, cases of mechanical dis- 
proportion which might indicate Czsarian section ; conse- 
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quently, laparo-elytrotomy is to supplant the Czesarian 
section. Further, they seem inclined to substitute the opera- 
tion for craniotomy and embryotomy ; but it appears to me 
that this question ought for the present to be deferred, since 
thereby a controversial question will be raised which cannot 
be decided until sufficient materials have been procured for 
a final estimation of the issue of laparo-elytrotomy. It 
is a matter of course that our operation also has its contra- 
indications ; and Garrigues has compiled them.* The opera- 
tion cannot be performed repeatedly on the same side, as 
pointed out before ; it cannot be performed when the head 
is wedged into the pelvis, since the vagina then cannot 
be lifted and incised. Laparo-elytrotomy will neither be 
practicable in the case of cicatricial tissue, coarctation, or 
tumours in vagina; neither ought it to be attempted when 
the coarctation is situated in the os uteri itself. Several 
other contra-indications might, indubitably, be added ; but 
these will be mentioned when I proceed to treat of the scope 
of the three methods of operation in general, and in relation 
to the pelvic tumours. 

The HYSTERO-ECToMyY, or the excision of the supra- 
vaginal portion of the impregnated uterus, is so far the 
youngest of the operations here compared, as it has latest 
been performed on the human body. It has, however, long 
been lying ripe in its germ, if I may say so; and already, © 
in Frangois Rousset,t a proposition is found to attempt the 
excision of the uterus in the latter period of the pregnancy. — 
Rousset proposed as subjects for experiment women sen- 
tenced to death, because they might be supposed to agree 
to submit to the operation, if a free pardon were granted 
them when they survived its perils. Agriculturists also 
were aware that such operations frequently were performed 
on impregnated animals without any danger of consequence, 
and this was known already in the Middle Ages (F. Rousset). 
Similar attempts have been repeated beyond measure later 
on, even in the very latest times. 


* Lop gos , 
+ “Traité nouveau de ’Hysterotomotokie.” Paris, 1581, p. 154. 
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The hystero-ectomy, as substitute for the Casarian sec- 
tion, has inscribed its history principally in the journal 
literature of Europe. It was, certainly, performed the 
first time (1869) in America, by H. R. Storer,* but more 
accidentally, without decided previous purpose. It is only 
after Péan’s handsome results of the hystero-ectomy in the 
case of uterine fibroids that a commencement has been 
made to substitute the operation for Czsarian section ; or, 
perhaps, it may be more correctly expressed by saying that 
the Cesarian section has been combined with a subsequent 
amputation of the supra-vaginal portion of uterus. E. Porro, 
Professor at the University of Pavia, was the first+ to per- 
form the operation (1876) on a primipara of twenty-five 
years, with a rachitically-contracted pelvis (D. conj. vera, 
7 cm.) which also was a pelvis obtecta. The child 
was alive, and the mother recovered. After this first opera- 
tion, others followed in pretty quick succession, with varying 
fortune. 

F. Spaeth,f P. Miiller,§ Wasseige,|| and Breisky,{/ have, 
like Porro, performed the operation with favourable result 
for the mothers ; while the second cases of Spaeth** and 
Wasseiget} were unfavourable, as the mothers died. The 
same happened after the like operations of C. Braun,{t 
Fehling,$$ Previtole, || || Chiara,|||| and Hegar. The result 
of the twelve operations here mentioned gives, therefore, five 
mothers who survived the operation, and seven who died. 
The mortality has, consequently, been 58 per cent.— 
a glorious result, particularly if it be remembered that the 


_ * “The Journal of the Gynecological Society of Boston,” vol. i. 1869, 
pp. 223-232. 

+ “Della amputazione utero-ovarica come complemento di taglia 
Cesareo.” Milano, 1876. 
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four, or rather all five, of the operations with favourable issue 
were performed in lying-in hospitals, and that the operations 
of Porro and Spaeth were performed in lying-in hospitals, 
where yet no mothers had survived a Cesarian section per- 
formed in the usual manner. 

The mode of proceeding is a combination of those of 
Cesarian section and of amputation of the supra-vaginal 
portion of uterus and of the ovaries. Still a few modifica- 
tions deserving attention are proposed. P. Miller brought 
the uterus, before he incised it, with the whole of its contents 
forth through the abdominal wound. The abdominal wound 
must, in such case, be somewhat greater than in a usual 
Ceesarian section ; but as the uterus, when it is placed edge- 
wise, is considered capable of passing through a comparatively 
small slit in the abdominal wall, the extension of the wound 
need not be very considerable. Miller was led to this pro- 
cedure by the death of the foetus and the consequent 
putrescence of the uterine contents, as he justly apprehended 
injurious effects from the influence of the putrid humours on 
the peritoneum. It was reasonable to hope that an extra- 
abdominal incision in uterus would be the best means to 
prevent an effusion of the uterine contents into the peritoneal 
cavity. This modification of the technical execution of the 
operation merits our full attention; I must, however, add 
that Wasseige tried the method in the second of his cases, 
but that he did not succeed. I believe, also, that in case of 
need the defilement of peritoneum can be prevented in other 
ways. | 

Miiller further availed himself of a modification in the 
technical execution, which has the great advantage that the 
operation can be performed almost without any loss of blood, 
and which possibly may obtain a wide scope. He placed a 
noose of steel-wire round cervix uteri and tightened it with the — 
“constricteur” of Maisonneuve before he opened the uterus, 
and the woman lost in this way no more blood during the 
whole operation than any one in common labour. It was an 
easy matter for Miiller to institute the early compression of 
cervix uteri without risk for the foetus, as it was already dead 
before the operation; but in his report of the case he intro-_ 
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duced the apparently bold proposition to employ the method 
also in the case of living children. His proposition has, 
however, been carried into execution by Fehling, who in his 
case, before he incised the uterus and extracted the child, 
instituted a preliminary compression of cervix uteri by the 
means of a gum noose; the child was, nevertheless, alive 
after the extraction. The procedure employed by Miiller and 
Fehling must be considered to be a very great improvement 
in the technical execution, because it removes a serious 
danger for the mother. If it should, however, by repeated 
trials appear that the preliminary compression be fraught 
with danger for the life of the child, it must, of course, be 
abandoned ; but it will then, at all events, be correct to 
place already, before the incision in uterus is made, a noose 
of steel-wire loosely round cervix uteri, in order to be pre- 
pared to constrict cervix uteri as soon as the child is brought 
forth. 

The treatment of the pedicle, or the stump, merits particular 
mention, because this part is rather voluminous and shrinks 
considerably during the healing process, The stump is, to 
wit, apt to slip out of the noose, and there remains beside 
frequently a fistulous channel through the cervical canal, 
which in several of the cases has shown great disinclination 
toclose. Spaeth used the écraseur of Chassaignac for the 
compression, but this instrument cut through in the case of 
Wasseige, and a considerable hemorrhage ensued. Most 
of the operators have employed a noose of thick, well-welded 
iron-wire and applied it with the constricteur of Cintrat or 
Maisonneuve, and, according to my experiences from 
ovariotomies, I will unconditionally prefer to employ this 
method in hystero-ectomy. It appears to me, however, to 
be most correct to compress the stump in two portions, con- 
sequently to transfix by a double-thread in the mesial line or 
a little to the side of it,-and thence close the nooses, one on 
_ ach side. The stump can suitably be drawn into the 
abdominal wound with Pean’s needle. It becomes in some 
cases a question of great practical import, if it will 
answer to drop the stump when tied, and close the wound, as, 
for instance, in my second observation (p. 212). I had, to 
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wit, determined to perform amputation of the uterus and of 
the ovaries at the coming labour; but as the uterus and 
vagina were pushed by the enchondroma quite backward in 
the pelvis, it would have been impossible to treat the stump 
extra-peritoneally ; or, in other words, to fix it anteriorly in 
the abdominal wound. Preparatory experiments were there- 
fore made on dead bodies. In a secundipara, who died an 
hour and ahalf after delivery, the bladder was found attached 
to the anterior face of uterus in an extent to within 4 cm. 
above the external os, and the sectional surface on the site 
for the amputation had before the constriction a breadth of 
Io cm. I tied the stump in two portions with strong 
silver wires, and in spite of its great volume I procured 
a pretty tight compression, which I think would have been 
sufficient in the living body. I would without scruple have 
dropped a stump of like dimensions in my patient; but as 
she died before the method could be tried, I will only submit 
the question whether the method ought not to be tried under 
similar circumstances. 

The technical execution of the operation requires no 
further mention in this place, since the hystero-ectomy must 
be conducted according to the usual principles, whether it be 
combined with Cesarian section or not. It is self-evident 
that care must be taken to keep the bladder down and ~ 
clear of the compressive noose, and that antiseptics in our 
days never ought to be dispensed with; also that they should - 
be administered carefully in all periods both before, under, 
and after the operation. 

The sketch here given of the experiences of laparo- 
elytrotomy and hystero-ectomy shows, in my _ opinion, 
that these operations may yield a better prognosis than the 
Ceesarian section, and that they consequently must be con- 
sidered to be destined to become of importance. It remains 
to settle the scope of these two operations, and also to point 
out those cases in which the primary sectio Cesaria may be 
retained. The cases of obstructing pelvic tumours quoted 
in this Paper yield, however, no contribution for this pur- 
pose, as neither the laparo-elytrotomy nor the hystero- 
ectomy are found mentioned in them. The question must, 
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preliminarily, be cleared according to the existing general 
experiences and through reasoning. 

When we recall to mind the dangers connected with 
Cesarian section, we shall see that they are not, all of them, 
removed either by the hystero-ectomy or the laparo- 
elytrotomy. In the hystero-ectomy the great hemorrhage 
can be prevented, and the source of the continued infection 
through the uterine wound be stopped up; whereas the 
danger of infection during the very operation exists fully as 
much as by the Cesarian section. In the laparo-elytrotomy 
the danger, on the other hand, is less in the very moment 
of operation, as the peritoneal cavity continues to be 
closed, and the danger of hemorrhage appears neither to be 
very great ; but there exists, during the healing process, a 
chance of continued infection through the great surface of 
the wound, and this chance is so much the more to be appre- 
hended, as the lochial discharge has free access to the surface 
of the wound through the slits in vagina. It seems more- 
over certain, according to the existing experiences, that the 
bladder is considerably exposed to in jury. Neither can this 
danger of lesion for the bladder surprise us; since a rent 
of 8 to 10 cms. (three to four inches) in vagina— 
and greater it can hardly be possible to make it—can give 
but scanty room for the passage of the foetus, a further 
laceration may easily take place, and it cannot be controlled 
in what direction it will go. 

If we consider only the dangers of the surgical inroad, 
I cannot deny that I shall prefer the hystero-ectomy, because 
I am convinced that infection, by the aid of antiseptics 
scrupulously administered by a well-drilled medical staff, 
can be avoided during the very act of operating. The 
more, if I may say so, chronic danger of infection attending 
the laparo-elytrotomy will, on the contrary, less easily be 
preventable, at all events in lying-in hospitals, as the nature 
of the lesion of course precludes the employment of a 
Strict antiseptic dressing. There is, however, pointed out 
another circumstance in disfavour of hystero-ectomy, par- 
ticularly in comparison to the Czsarian section—viz., the 
consecutive sterility caused by the removal of uterus. I 
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must own that I lay but little stress on this objection against 
the employment of the hystero-ectomy, at least in all those 
cases in which there is question of the so-called absolute 
indication for Cesarian section ; since it appears to me that 
the chief consideration here is to bring forth the foetus with 
the least danger for mother and child, and this is, no doubt, 
achieved by the hystero-ectomy. The consideration of — 
future sterility must, it appears to me, be a subordinate one 
for most of the modern obstetricians ; because all the propo- 
sitions of older and newer date (Froriep, Kochs) tending by 
artificial occlusion of tubz to effect the so-called “ sterilisa-— 
tion” of women, just purport sterility, and the induction of. 
abortion, which is ever gaining more partisans in cases of 
absolute coarctation of the pelvis, may, I suppose, also be 
said to give a similar result in regard to the fecundity of the 
woman. Neither do I believe that the hystero-ectomy, in 
that regard, is much behindhand in relation to the laparo- 
elytrotomy, since it still becomes very doubtful if this 
operation will admit of being twice performed on the same 
patient. I cannot believe otherwise than that the cicatrix 
after the first performed laparo-elytrotomy will make it im- 
possible for the operator to procure a tolerably easy access 
to vagina, and to make the opening sufficiently large at the 
second operation, even if the opposite side of the abdomen — 
be incised. | 

It will be seen from these remarks that I prefer Czsarian — 
section combined with amputation of uterus (the hystero- — 
ectomy); but I shall admit that the discussion is far from — 
being closed, and that the laparo-elytrotomy also may have 
its advantages, and ought to be tried. I shall take the 
liberty shortly to sketch a plan for future essays of the two 
new operations, and then I shall also get an opportunity to 
point out the circumstances under which the primary sectio 
Cesaria must be retained. 

The hystero-ectomy is, in my opinion, particularly apposite 
in all cases in which there is the so-called absolute indication 
for Cesarian section, and when the foetus has vital capacity. 
If the foetus be dead, the same method may, I suppose, 
under certain circumstances, be correct; but still it will 
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perhaps, in this case, be justifiable now and then to try the 
laparo-elytrotomy. Because, if the fcetus be moderately 
developed, and the cephalotomy previously is performed, 
hope can be entertained of bringing it forth through an 
opening in vagina without risk of dangerous ruptures, and 
full security is then obtained for the peritoneal cavity not 
being polluted by the putrid contents of the uterus. 

The matter becomes much more doubtful in the case of the 
so-called qualified indication for Cesarian section, and so much 
more as the tendency for the last decennaries has, in relation to 
such cases, turned strongly towards the supremacy of craniotomy 
over the Cesarian section, since a great many, and perhaps 
the majority, of obstetricians, without hesitation, perforate 
the live or viable child in preference to exposing the mother 
to the dangers of the Czesarian section. We can, however, 
easily agree that we, by sacrificing the child under such 
circumstances, deviate from the ideal humanity in obstetrics, 
and there lies therein an incentive to revise the question. 
The laparo-elytrotomy ought, in My opinion, to be the 
operation with which to commence the essays, provided its 
prognosis continues to be as favourable as hitherto; because by 
this mode of treatment a way is opened to save the child 
without so great a risk for the woman as by sectio Cesaria, 
and without the loss for her of her propagating capacity as 
by the hystero-ectomy. There can, then, be entertained a 
hope of getting over the difficulty in a subsequent pregnancy 
by the means of induction of premature labour. 

Both methods of operation named _ have, however, ¢heir 
contra-indications. The hystero-ectomy will not be practicable 
with a fair chance, when some affection or other in cervix 
uteri prevents the formation of a pedicle ; tumours or 
disorganisations in this place will thus scarcely admit of a 
dangerless amputation of uterus. The contra-indications to the 
laparo-elytrotomy are more numerous, and I shall to those 
named by Dr. Garrigues (p. 416) add tumours proceeding 
from the anterior pelvic parietes, by which vagina is much 
displaced backward, as in the case No. 32. We have con- 
sequently at the same time defined the scope of the 
traditional sectio Czsaria; this operation ought in future 


424 On the Unity of Poison in 


chiefly to be employed when the above-named contra-indica- 
tions for the hystero-ectomy and the laparo-elytrotomy exist. 

It has perchance caused surprise that I, in the treatment of 
obstructive pelvic tumours, have not mentioned the induction 
of abortion. I shall admit that just grounds for such a 
mode of treatment can be adduced; but I must, on the 
other hand, own that Iam no warm advocate of the induction 
of abortion in the case of mechanical obstruction in labour. 
It will, therefore, not be my province to defend or give 
indications for the operation ; only I must point out that in 


my case of enchondroma I questioned whether I ought to — 


induce abortion, as the woman applied so early in the 
pregnancy. I came, however, to a negative conclusion 
through the following reflections:—It was, no doubt, possible 
to induce abortion; but on account of the difficulty, and, in 
some measure, the impossibility of reaching the os uteri, I 
considered it doubtful whether I might be able to control 
the consecutive hemorrhage, and above all I considered it 
impossible to bring forth the ovum. A retention of the 


punctured ovum could be foreseen, with all its consequences. _ 


—putrescence, infection, and septicemia—and therefore I 
was able to set aside all thought of inducing abortion,,, and, I 


also believe that even warm partisans of this operatic an Wi ould 





have come to a similar conclusion. 
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(Continued from p. 307.) 
ON May 16, 1879, after I had published some Articles 
in the Medical Press, and after I had completed the Papers 
on the same subject, which I sent to OBSTETRICAL JOURNAL 
and to Hdinburgh Medical Fournal, J received from some un- 
known friend a pamphlet written by “ Golaub Sing, M.D.,” 


AS - 
Pears 
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from which I would like to make several extracts, bearing, 
as they do, on this “ Unity of Poison, &c.,” question :— 


“There is a grand general likeness in the course of epidemics, of 
the so-called different diseases of the febrile class. There are the first 
isolated cases, the general increase, the great culmination, and the 
more gradual decline. This rule applies to measles, scarlet fever, 
cholera, &c. The later cases, in these epidemics, are not what are 
vulgarly called measles, scarlet fever, cholera 3 but ONLY certain 
SINGLE symptoms show—e.g., the list aspect of an epidemic of measles 
may be cases of diarrhoea, or bronchitis, or sore throat; the last cases of 
an epidemic of cholera may be slight febrile attacks, or simple cramps, 
or slight diarrhoea only.” 


This fully corroborates the doctrine unity of poison; 
differentiation of resultant phenomena. 


“We find, even, that at certain times a prevalent bronchitis, &C., 
may present a marked degree of cholera-like coldness and collapse. 
It is well known, indeed, that at times a choleraic aspect is shown 
(to use the current phraseology) by other diseases. Again, we find 
measles and scarlet fever interchanging and hybrid. Every practitioner 
has known cases which we cannot class as one or the other of these 
diseases. Different epidemics vary greatly, and the cases in an Ly One 
epidemic vary not less. Nothing is less true than the statements of the 
definite specific distinctions of these two diseases. Again, typhoid 
fever at its end, is a remittent, or an ague. It would be easy to 
enlarge the number of instances in order to show dhe grander likeness 
of the so-called different diseases—e.g., epidemic plague is of one series 
with the common carbuncle of the same countries ; again, in typhus 
epidemics there are sometimes bad cases with gland affection, which are 
true cases of plague ; again, at the commencement of an outbreak of 
fever, various types Gré seen, such as typhoid, relapsing, &c., but at 
length the cases fall into more steady rate, and typhus may prevail. 
What are known as the specially distinct fevers vary much in different 
epidemics. In one epidemic insidious lung effusion may be the most 
marked symptom ; in another, bowel derangement, &c. A review of 
one’s experience of $guer givey a strong impression of gradations and 
alliances rather than of specific differences.” 

‘“ What Goethe did for Botany, when he stated that the leaf and all 
the varied inflorescence and fructification of the plant were one, should 
be a grand lesson for us, in our view and classification of the 
phenomena of disease, and should impress us with their greater 
alliances, rather than their subordinate differences. 

“ A further affinity and resemblance are shown between cholera and 
the febrile diseases in the facts, first, that their evolution in man, and 
in the general history of epidemics, have but small connection with 
contagion” — 


_ originate de novo, I take it is meant— 
No. LXXIX.—-VOL. VII. GG 
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“and, secondly, the equal truth that the earlier cases of these so-called 
different diseases. ... . We see clearly that the contagiousness or 
local causation of epidemics are facts wholly minor, compared with the 
great contained capacity for such deviations into” various symptoms 
of the working of the virus. “This capacity extends through life, 
being most existent in earlier years; thus, we have the series of in- 
fantile fevers from which few (in the active and easily deflected pro- 

cesses of growth) escape; those of youth, and less in age—the — 
symptoms being slightly varied in the different periods. of life.” 


These are in accordance with what I have set forth in my 
former Papers in the OBSTETRICAL JOURNAL. 


“ Variety in the results, or, rather, IN THE SERIES OF EVOLUTIONS, ~ 
proves THE FUNDAMENTAL ONENESS ; ‘ diseases’ (that is, the symp- 
toms or phenomena resulting from the working of a poison), like 
words and languages, apparently so different, are profoundly one. 
It is just in the present stage of our knowledge to classify the varied 
symptoms and to give distinctive names ; but it is the Linnean stage of 
knowledge only. Zhe body's capacity for THESE ALLIED SERIES OF 
CHANGES is the great fact for us to recognise as a step towards 
broader generalisation... -. .. A large number of the diseases which 
man shows have a nearly related origin in a paralysis, or change com-— 
mon to them, but the segments, or limbs affected are different. Thus, 
sore throat, croup, diphtheria, herpes, pneumonia, hooping cough, 
cholera, the class of fevers, &c., MAY BE VERY CLOSELY ALLIED, LET 
THEIR SYMPTOMS BE EVER SO DIFFERENT. .... At variance with 
facts is the assertion of the ‘specific nature’ of this (cholera), and 
many other febrile diseases. ‘In an early stage of our knowledge it 
was necessary that groups of symptoms be classified and named; but 
physicians have gone far beyond this; ¢hey have created, WHAT 
ARE BUT SERIES OF ALLIED SYMPTOMS, zzfo actual existences, © 
given them names, and then further asserted their specific 
nature. Thus, we have to lament ‘the false appearances imposed 
upon us by words.’ One instance should be enough to teach us a ~ 
true method—e.g., few medical men whose experience has not shown 
them cases of the spontaneous evolution of erysipelas,; frequently, isolated 
cases occur after injury. Ihave known such a case occur ona 
voyage, after having been many weeks at sea, none other having pre-— 
viously happened in the ship; and yet the contagious and epidemic 
nature of erysipelas is well established.” 


To this I have already referred, and explained how an 
affection, at first purely local, may become general. A 
poison being generated which will be communicable by con- — 
tagion and infection and may originate a variety of symp- 
toms—those symptoms to which the names have been given 
—of typhoid, diphtheria, and the rest, which I have set at 
the head of this Paper. 
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The-writer continues :-— 


“Tt (erysipelas) “is a state of system interchangeable with 
puerperal fever. We may extend this to the other so-called 
specific fevers: but we must not expect, in seeking analogies, to 
find them like our crude conceptions; we must stoop, and submit 
to LEARN OF NATURE AS SHE IS. In conrast and opposition to the 
method of assertion of the ‘specific differences of diseases,’ is 
that of seeing ‘the gradations and alliances, periods, and rates of 
phenomena. 


“To this method of assertion belong the practice of treating 
Symptoms. On every side we are taught the intimate correlation of 
phenomena which to the vulgar (or to those blinded by education 
or early prejudices) appear unconnected !” 

_ This unity of poison, and its evolutions in the phenomena 

of its manifestations which we call symptoms —evolutions 
which lead to the differentiation dwelt upon in my Papers— 
these differentiating evolutions are comprehensible when 
“we have recognised the infinite complexity of action 
within, and the infinite relations of the body.” 

From the Harveian Oration of Dr. Wilks—an oration rich 
in truths, rich in oratorical beauties, and most sublime 
throughout—I would wish here to quote the following 
words :—“ Scientific teaching must have its way; for, as we 
believe, all parts of the world are held together by one force 
(and what is true of one portion is true of another), so 
scientific men must be pleased to see that the doctrine 
of evolution first taught by them regarding material things 
is now being made applicable to man.” More generally 
Nature reveals her secrets only to those WHO WISH TO 
DISCOVER truth ; for, while the dishonest man is repelled, to 
the earnest investigator Nature becomes a moral teacher. 
Take the worid as we find it, and endeavour to unravel its 
mysteries. Enough for us to look at what is lying around 
us; it is a part we see and not the whole, but we can say 
with the poet— 

‘““We doubt not, through the ages ove increasing purpose runs |” 


My first thoughts on this subject were awakened during the 
mepate, at the Obstetrical Society in 1875, “On the Rela- 
tion of Puerperal Fever to the Infective Diseases.” My first 
contribution was at that debate ; and, as may be seen from the 
“Obstetrical Transactions,” related chiefly to the connection 

GiG>2 
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between scarlet and puerperal fevers; I was at the time only 
beginning to see the relationship of typhoid with both. My 
next contribution—after having laid aside the work for a 
time—was in the Medical Press for January 29, 1879, p. 80. 
From the connection of the three above-named (so-called 
distinct) diseases, as I worked out the problem, I was 
enabled more and more clearly to follow the connection of 
other affections also called distinct, till now the range of vision 
is enlarged and extended, and I see this law clearly existing 
in Nature—-unity of poison, differentiation of resultant 
phenomena—symptoms. The problem has been worked 
out not from my own experience and cases alone, but from 
those of others engaged in various departments in the pro- 
fession. Recently, in another journal, have communications 
on these affections appeared from Professor Playfair, and 
from Dr. Hicks and Mr. May, jun. 

Any contributions on such are especially welcome; but 
coming from eminent authorities they are yet more 
acceptable. 

Dr. Playfair, in reference to a case which he had under 
review, wrote: “There was a well-marked eruption, very 
analogous to that of scarlet fever; but such rashes are 
common in septicemia, quite independently of the origin of 
the disease.” 

I am glad to have the endorsement of so eminent a | 
gynecologist to the statements which I made at the Obste- 
trical Society during the great debate which took place in 
its rooms. That statement may best be summarized in the — 
words of the then president, Dr. Priestley—who, in his mas- 
terly and judicial, as it were, summing up, said: “ There is 
a fallacy in reference to the occurrence of scarlatina in the 
puerperal patient which must not be overlooked. As stated 
by Dr. G. de Gorrequer Griffith, there may be a rash closely 
resembling the scarlet fever eruption, which is due to toxeemic 
poisoning of another kind (?), and which may be mistaken 
for scarlatina.” 

I believe I was the only Fellow, or speaker, in the debate 
who directed attention to this important fact; and I would 
refer my readers to page 261 and following of “ Obstetrical 
Transactions,” vol. xvii., 1875, for the exact opinion I at that — 
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time enunciated.* I also alluded to the fact that in some 
of these cases of “bastard or simulative scarlatina,” as / 
THEN ¢ermed them, there may even be desquamation, owing 
to the height to which the fever may run, and not on 
account of there being any scarlatinal blood-poisoning—such 
being actually not the case. Further investigations have 
shown me that at the time I entertained these views I took 
too narrow a scope of scarlatina, limiting that disease to 
those cases where it was contracted by contagion or infec- 
tion from a person or thing already infected, to which kind 
of cases I have applied the term “ orthodox scarlatina” in 
contradistinction to those formerly designated “bastard or 
simulative scarlet fever,” but which I now recognise to be as 
true scarlatina as the other, and to which, therefore, I have 
given the name “ toxemic scarlatina.” 

This desquamation, or peeling of the skin, is not at all 
pathognomonic, or diagnostic of scarlatina, using that name 
in its usually accepted significance. With this latter view 
Dr. Playfair is at issue I know, judging by the words of 
the clinique to which I have already referred, for he says: 
“The fact, however, that, subsequently to recovery, there 
was distinct desquamation about the fingers and, to a less 
extent, in other parts of the body, makes me think it likely 
that the scarlatinal poison was the origin of the illness.” 

I am sure when Dr. Playfair passes in mental review 
certain surgical and medical affections, which will readily rise 
to his mind, he will bear me out that scarlatinal poison is zo¢ 
necessary to desquamation, but that greatly exalted tem- 
_ perature, especially if long continued, will of itself occasion 
this process without at all having any reference whatever to 
a special scarlatinal virus (to speak in the current phraseo- 
logy) being present in the blood. 

The recent lectures of Dr. Burdon Sanderson may be 
read with great advantage in connection with this subject, as 
bearing me out in the inferences of my Papers. Yet, despite 
all the facts and experiences in the past, the diagnosis of 
these two perfectly distinct ailments (perfectly distinct in 
origin, but I now know them to be alike in every other way) 


* It is confused, owing to printers’ errors. 
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—viz., orthodox scarlatina, and the “bastard or simulative,” 
as I used to term it, but which I now call toxzmic scarla- 
tina—is yet shrouded with difficulty, in a great measure, I 
believe, because the scarlet rash AND OTHER symptoms of 
puerperal blood-poisoning, or of toxamia from other causes 
(than puerperal) of blood-poisoning, are not yet distinctly 
recognised as such, and are confounded with the “ orthodox” 
form, these blood-poison scarlatina symptoms being really 
“toxemic’ scarlet fever. Another hindrance’ 1s” Decatee 
the sequela—desquamation—has been mistakenly looked 
upon as an essential consequence of (orthodox) scarlatina, 
and of it alone. Some have seen and described orthodox 
scarlet fever—running its regular course—the subject of it 
happening in the chapter of accidents, as it might be said, to 
be the lying-in woman; that fever, which is known by the 
name of puerperal, and is particularly characterised by offen- 
sive lochia and other uterine symptoms, not being induced. 

In some instances, however, in the course of this form of 
scarlatina (the orthodox) the lochia may become offensive, 
and unfavourable symptoms may be developed in the 
generative organs and.tract, from the mal-influence of the 
virus, the peculiar puerperal condition of the blood, and the 
state of the entire uterine system. Others have seen, after 
labour, symptoms which they have considered to be those of 
orthodox scarlatina, but which were really not at all that 
affection, being simply* the outward and visible signs of 
that inward, autogenetic poison of which, as the very word 
autogenetic implies, the woman is herself the factor (being 
developed in the womb or some other part of the reproduc- 
tive tract), and subsequently the recipient, since it is absorbed 
into the blood and entire system from the site where it was 
originally first generated. 

The mode of this absorption by the lymphatics, the veins, 
the peritoneum, and the body generally, has been admirably 


* It will be seen that my views—being matured by observation and 
research—respecting those latter symptoms, have altered; and that I 
now recognise them to be as true scarlatina as those occurring in the 
orthodox form. I may here state that the “ toxzemic scarlatina” symp- 
toms usually commence on or after the third day of delivery ; the time — 
when putrescing or unhealthy changes commence in the parts concerned 
in parturiency. | 
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shown by Dr. Tilt in the 16th vol. of the “ Obstetrical Trans- 
actions,’ and has been also well pointed out by Dr. Graily 
Hewitt. With the symptoms (attendant upon toxzmic 
poisoning) closely simulating orthodox scarlatina—and 
which have been so often mistaken for it—I now see that 
they are identical, not merely simulating, their mode of 
origin being alone different, as implied in the very nomen- 
clature I have adopted—viz., orthodox and toxzmic—with 
those symptoms, I repeat, who, practising obstetrics, or 
ordinary surgery, is not acquainted? But they are not at 
all the result of orthodox scarlatina, assuming that disease 
to be a fever contracted by one person from another affected 
with it, or from something belonging to the infected, and 
become tainted with the virus, and capable thereby of propa- 
gating it! There has been not even any exposure to 
scarlatina virus, yet all the symptoms—vesemébling (identical 
with, I would now say) ¢hat disease will manifest themselves. 
Strict investigation will enable us to discover the presence in 
utero, or in the wound of the surgical patient, some putrid or 
noxious matter in utero, or some noisome, offending material 
in the surgical wound, whereby the entire system has become 
tainted, and the toxemic symptoms—so like those in 
orthodox scarlatina—been developed. 

This fact will be demonstrated most clearly by the result 
of treatment, for if the, what I term, toxemic symp- 
toms be mistaken for those of orthodox scarlatina and 
treated accordingly, we will be likely to lose our patient, or 
to permit her to fall into a very precarious state ; whereas, 
if the true source of the affection be recognised, and the 
offending elements in utero et vagina be washed away early, 
and the cleansing process be maintained, the patient will, if 
seen in time, in all human probability do well. 

In narrating those cases in which scarlet fever symptoms 
have declared themselves in the lying-in woman, it should 
always be recorded whether the lochia had been offensive 
before the scarlatina symptoms showed themselves. If 
not, and if there be no offensiveness throughout, nor any 
uterine symptoms, then the diagnosis would be that orthodox 
scarlatina, pure and simple, without any generative implica- 
tion was present ; and if perchance the lochia did become 
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unduly offensive, and other signs of utero-generative implica- 
tion set in subsequent to the irruption of the orthodox scar- 
latina symptoms, I should consider that they (the utero- 
generative complications) were due to the scarlatina virus 
perverting the entire. blood, morbidly affecting the uterus, © 
and other parts recently engaged in parturition, vitiating the. 
outcome of the blood—viz., the lochia. The relation of the 
fever to the offensive lochia—and other uterine morbid mani- 
festations, should they exist—would then be as cause and effect, 
the very reverse of that which obtains when the symptoms 
arise from autogenetic puerperal poisoning, or toxemia, arising 
from some unavoidable surgical interference in the case of the 
parturient—-symptoms to which I formerly applied the name 
false, bastard, or simulative scarlet fever, but which constitute 
really toxeemic scarlatina, generated de novo in the indivi- 
dual herself. In the way I have just described, scarlet fever 
may, when attacking the lying-in woman, run into puerperal 
fever by the setting up in the reproductive parts theae 
local conditions essential to true puerperal fever—reproductive 
parts where open, or recently open, vessels lie, and where 
ruptures, abrasions, and such-like are exposed and readily 
unhealthily altered and vitiated. 

That skin desquamation is no distinctive sign of the exist- 
ence, or pre-existence, in the system of the orthodox scar- 
latina virus, I have only to assert in order to carry with me 
the authority and sanction of every experienced physician 
and surgeon. 

Furthermore, it is well established that there are cases 
running on to so rapidly a fatal issue from, as it were, an 
overwhelming dose of poison, that the febrile symptoms 
have not even time to be noticed, nor perhaps even deve- 
loped, so speedily quenched is the patient with the deadly 
dose of the blood poison, and where, consequently, no des- 
quamation could occur. 

The above thoughts were suggested to me by a case of 
autogenetic puerperal blood-poisoning which occurred in. my 
practice some time ago, and by experience accumulated since 
that time. In the person of that patient, most, if not all, 
the symptoms of orthodox scarlatina existed ; but recognis- 
ing them to be not the result of orthodox scarlatina, — 





Scarlatina and Puerperal Fever. 433 


but wholly due to toxemia—a morbid condition of the 
lochia and perverted state of the entire uterine system—I 
treated them accordingly, and, happily, with the best possible 
results. I laid my hand on the soft, spongy, uncontracted 
womb, and imitating the eliminative action of that organ, 
by alternately grasping it and relaxing my hold, some foul 
clots were expelled, the womb and vagina being subse- 
quently well washed out by means of Higginson’s syringe, 
Condy and warm water being employed, and the ablution 
repeated every few hours—as the patient’s condition per- 
mitted—till the lochia became quite inodorous, the internal 
treatment being based upon, and in accordance with, my 
diagnosis of the orzgo malt. Had I, however, seen the 
patient for the first time when the symptoms—apparently 
orthodox scarlatinal, but really, I now see, the result of 
toxemia from putrescing clot in utero—were at their 
height and well-developed, I might have erred in sup- 
posing I had a case of orthodox scarlet fever to combat, 
have treated it as such, and most likely have lost my 
patient. But being alive to the puerperal facts of the case, 
I at once proceeded to deal with it as I have described, and the 
correctness of the diagnosis and of the judgment was evinced 
by the immediate improvement—commencing, as it did, from 
the very time the offensive clots were expelled and the lochia 
washed away—and by the ulterior permanent good effects. 

All the group of evils in this case, viewed cursorily, 
might well have been termed orthodox scarlatina, or have 
been set down as due to that ailment ; yet ALL at once dis- 
appearing under the uterine cleansing treatment, showed 
incontestably that the diagnosis was correct, and that the 
case was really one of toxemic scarlatina. Moreover, 
every inquiry was made to ascertain whether there had been 
any exposure to scarlatina, or whether there had been any 
known occurrence of it in the neighbourhood, or in any 
place where the lady had been; or, indeed, whether, z” any 
way, she might have been brought into contact with the 
disease ; but the inquiries could lead to no such evidences, 
rather the contrary. 

Here I would parenthetically allude to Dr. Seaton and 
Mr. Hoare’s reference to the fact that typhus and typhoid 
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have sometimes been pronounced septicemia from the simt- 
larity of symptoms, and I would quote as bearing on this 
part of the subject the opinion to which I antecedently gave 
expression at the great obstetrical debate :— 

“My mind has been exercised upon what I consider to be 


a fact—namely, that scarlet fever and typhoid may originate 


in the same way—that is, from the same infecting source ; 


that the poison or contagium may in fact be the same, © 


developed and matured zx different persons, or in the same 


persons at different times, and under different circumstances, ~ 


the poison at one time, and in one set of patients, deter- 
mining to, and having an affinity for, certain parts of the 
system, such as we find involved in scarlet fever (I wish, for 
distinctness’ sake, to keep the term in common use), to 
which, accordingly, we give that distinctive term: the same 


poison affecting azother set of persons, or the same set of — 


people at another time, and under other circumstances, and 
determining to the intestines, particularly to Peyer’s patches, 
and in other ways, and occasioning what we know as 
typhoid. In this I am borne out by the independent 
researches of Dr. John Harley and Dr. Tilt. Bearing in 
mind the life or clinical symptoms which exist in scarlet fever, 
puerperal and typhoid, as also the pathological conditions 
(found after death), and how closely they both, in a great many 
instances, resemble each other, I would say—how nearly 
allied they are, how much alike, and in many instances 
actually so; bearing, I say, these facts in mind, I can 
understand how readily the one fever may run into the 
other, and why the eminent Irish physician, Sir Henry 
Marsh, came to consider that typhoid may originate puer- 


i 


peral fever, and, finally, how—without the greatest care— — 


toxemic scarlet fever, being developed in the lying-in 
woman, may be mistaken for orthodox  scarlatina, the 
symptoms being really the outcome of the septicaemia or 
toxemia, which, commencing or having its seat in the 
womb, may, at least in the early stages (for in the later it 
cannot be distinguished from orthodox scarlatina) be best 
got rid of from the patient by being expelled and washed 


out from the womb in the way I have pointed out ; I can 


understand how puerperal or ordinary surgical blood-poisoning — 
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may come to be mistaken for orthodox scarlet fever, treatment 
consequently erroneously applied, and the patient lost, or very 
nearly so; certainly very much damaged on account of the 
error in diagnosis.” 

The above must be read by the light of my subsequent 
Papers based on more extended research, and consequently 
more matured ; but I have mainly left it as it was originally 
written in order to show how light dawned upon me 
gradually. What I have added in accordance with riper 
experience and better knowledge will be seen by a com- 
parison with the original Paper, and by following each new 
one as it is published. 

Sir James Paget has beautifully expressed himself in 
words which I would embody in these Papers :—“I cannot 
doubt that he—John Hunter—attained that highest achieve- 
ment and satisfaction of the intellect, when it can rest in a 
loving contemplation of the truth; \oving it not only because 
it is right, but because it is beautiful. 

“T cannot doubt that, in the contemplation of the order 
and mutual fitness in a great field of scientific truth there may 
be, to some high intellects, a source of pure delight, such as 
are in the sensuous beauties of Nature to the cultivated 
artist mind, or virtue to the enlightened conscience. In that 
masterpiece of portraiture (Reynolds's painting) Hunter is at 
rest and looking out, but as one who is looking far beyond, 
and away from things visible, into a world of truth and law, 
which can only be intellectually discerned. The clear vision 
of that world may be the reward of all who will live the 
scientific life with devotion and simplicity.” 

In making my investigations I have ever borne in mind 
the maxim of Harvey—‘ To study and search out the secrets 
of Nature.” “This may be done by making use of the 
experiments performed by Nature herself in the various 
maladies which daily come before us, and by taking advan- 
tage of these vast opportunities of thus unlocking her secrets. 
Indeed, a large part of discovery must be made by the 
practising physician .... who has ever placed before 
him experiments made by accident or disease ; 
the (Great) King’s Physician assisting in the ativan af 
knowledge and unravelling the problem of Nature.” 
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Because it bears upon this entire subject, and the way in 
which it has so far opened out to me, and is daily, as I study it 
in all its aspects, becoming clearer and clearer, as truth after 
truth passes from the store-house of the mysteries of Nature 
and is recognised by me as the manifestations of the inward 
working of disease—action—“phenomena of the under- 
lying”—become more and more evolved, till from the monad 
of disease we go on to higher and higher developments 
through series of evolutions—because, I repeat, it bears upon 
this subject, I would quote freely from the truly beautiful 
and sublime Harveian Oration of Dr. Wilks :—“ The scien-_ 
tific inquirer looks at some phenomenon in Nature, and asks 
himself its meaning. The fact to which his attention is 
directed is one which millions have passed by unobserved, 
or have regarded it, if known, as too trivial or common- 
place to be worthy of notice.. He takes the fact, forms am 
conjecture as to its meaning, and frames an hypothesis, or, 
if you will, a guess. He then endeavours to find if this 
have a basis of truth, and he performs experiments calcu- — 
lated to test its value. He may at last be confirmed im tie 
views he has taken; he then widens his experiments (in- 
quiries and researches), and at the same time his conceptions 
grow larger, until, step by step—theorizing and experiment- 
ing (searching)—he is able to form one grand theory of the 
whole, which he again proves to be correct by the accuracy ~ 
of the deductions which flow from it. The true method of — 
scientific inquiry is the combination of both systems (the © 
Baconian and the ante-Baconian), each alone being barren of — 
results ; speculation and imagination alone are valueless; a 
simple collection of facts is meaningless, but the combina- 
tion of the theorizing and observing qualities must exist. 
The order of Nature is to most a chaos, therefore tom 
medical men it belongs to decompose it, and analyse it by 
careful observation of phenomena. Jenner observed a fact; 
he sought an explanation; and put it to the proof. . 57% 
We are apt to forget that it is by slow work, step: by step, 
and often quite apart from the subject whose interpretation 
we seek, that. we obtain. fruitful knowledge. .o303i5 Facts 
point out to us how fruitless it is to attempt to understand — 
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complex phenomena before we have arrived at the necessary 
steps for their solution: master the simplest facts and pheno- 
mena—‘ all Nature exists in the least,’ Interpretations of 
natural phenomena have not been arrived at by an investi- 
gation or analysis of complex conditions, but have been 
worked out step by step by the human mind by means of 
laws framed from the simplest observations and experiments. 

“The problems before us are far too complex and abstruse 
to be solved without first surmounting the various steps in 
the process, We must go back... . even to the lowest 
forms of . . . . life before we can get a clue to the higher of 
Nature’s processes ; we cannot even stop here, for it requires 
a knowledge of the ordinary laws of physics to understand 
many of the phenomena of the human body.” 

| ‘‘ Nothing stands alone: 

The chain holds on, and where it ends unknown.” 
This is very true in the case of unity of poison. ‘“ The 
chain holds on, and where it ends unknown.” “The more) 
indeed, we study any subject in Nature, the less isolated do we 
find it, so that all our ologies appear but the expression of 
human weakness, and we are forced to declare that a// 
Nature is ove. 


“From Nature’s chain whatever link you strike, 
Tenth, or ten thousandth, breaks the chain alike.’” 

“In seeking to gain a further insight into Nature, we can 
pursue no better course than Harvey trod,” continues Dr. 
Wilks. “His injunction was to study and search out the 
secrets of Nature by way of experiment—that is, by way of 
facts, instead of by way of fancy! ‘It were disgraceful,’ 
Says Harvey, ‘did we take the reports of others upon 
trust, and go on coining crude problems out of these, and on 
them hanging knotty and captious disputations.’ ” 

In my Papers on this subject I have borne this in mind, so 
that I use not arguments alone nor simply offer deductions, 
but give facts from the note-books and experiences of others 
as well as from my own—facts which can be proved to be 
correct by any careful researcher, facts which are incontest- 
able. I only ask that, like the Bereans of Paul’s day, my 
_ feaders search diligently and “ daily whether these things are 
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so” which I record, convinced as I am of them myself, and 
convinced that the result of -such searching will be the con- 
viction that these things are so. 

“There are,’ says Dr. Wilks, “those who can observe 
facts without possessing the power of analysis. The order 
of Nature is to most of us a chaos ; and therefore to decom- 
pose it (that is, resolve it into its component parts as anything 
submitted for testing would have to undergo), and analyse it 
by a careful observation of phenomena, requires rare talents.” 
“Observe a fact, seek the explanation, put it to the proof!’ 
To reject this doctrine—unity of poison ; differentiation of 
resultant phenomena—symptoms—is to shut out from us 
light, and to turn away from truth ! 


Reports of Hospital Practice, 





ST. MARY'S HOSPITAL, MANCHESSE 


Vaginal Plocd-cyst—Protrusion at the Vulva—Evacuation— 
Recovery. . 


Under the care of Mr. CULLINGWORTH. 


ON July 8, 1879, Ellen M., a married woman, aged thirty-— 
one, presented herself as an out-patient, complaining of a pro- | 
trusion at the vulva. There was no derangement of the general 
health. The history she gave was as follows:—She had been | 
delivered of twins about two and a half years ago. Three 
days after her confinement she had an attack of uterine 
hemorrhage, and was unable to leave her bed for six weeks. 
After moving about as usual for several weeks, she became — 
conscious of a painless swelling, at that time scarcely larger — 
than a marble, situated at the vaginal orifice, whenever she — 
assumed the erect posture. From that period the swelling — 
had gradually increased in size, and since her second con- 
finement, eight months ago, it had no longer disappeared 
spontaneously on lying down, but had required manual 


Reports of Hospital Practice. 439 
assistance for its reduction. When, however, it had once 
been pushed within the vulva, it did not again make its ap- 
pearance so long as the recumbent posture was preserved, 
and, indeed, not until she had been on her feet for an hour 
or more. The swelling had never been painful or tender. 
There had been no interference with the action of the 
bowels ; micturition had been rather frequent in the day- 
time, but not otherwise attended with inconvenience, except 
that on first rising there was usually a little delay. For the 
past six months the sitting posture had been uncomfortable, 
and a cushion had been found necessary. 

On examination, a large, smooth, tense, oblong swelling 
was seen lying outside the vulva. It was covered by healthy- 
looking vaginal mucous membrane, which was stretched 
tightly over it, and posteriorly presented a dark-bluish Lie, 
It was everywhere dull on percussion, soft and elastic ; but 
fluctuation was not very distinct. On passing the fingers 
by the side of the tumour into the vagina, the growth could 
be explored in its entire circumference; no attachment to 
the pelvic viscera was perceptible. The uterus and 
bladder were carefully examined, and found to be perfectly 
normal both in size and situation, and entirely unconnected 
with the tumour. It was returned within the vulva without 
any difficulty, and on continuing the pressure it could be 
made to disappear above the pelvic brim, out of reach of the 
examining finger, leaving behind it a loose, thick, empty 
pouch of mucous membrane, transverse in direction, pro- 
jecting from the upper part of the left wall of the vagina. 

On July 22nd the patient was admitted into the hospital. 
The tumour having been well extruded by. the -aet of 
coughing, a grooved needle was inserted into it for the pur- 
pose of diagnosis, when a few drops of dark, viscid, treacly 
fluid, without perceptible odour, made their eseape-- Phe 
opening was then enlarged by means of a bistoury, and five 
ounces of similar fluid withdrawn. The cyst collapsed, and 
the fold of vaginal mucous membrane remained just as when 
the cyst had been pushed upwards out of the pelvis. On 
exainination under the microscope the fluid proved to consist 
entirely of altered blood. The patient was kept in bed for a 
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week, and although she took the opportunity of weaning her 
child, and suffered some mammary pain in consequence, 
the temperature never rose above 99°. No coloured dis- 
charge was noticed after the operation. For a few days 
some drops of pus appeared, and the vagina was syringed 
daily with warm water, to which a little Condy’s fluid 
had been added. 

On July 29th the patient was allowed to have a bath, and 
sit up a little ; and on August 2nd she was made an out- 
patient, feeling, as she said, perfectly well. 

August 15th.—Very slight purulent discharge, and some 
sensation of bearing down ; but no external protrusion. 

August 26th—tThe patient remains well, being now free 
from discharge or other discomfort. The fold of mucous 
membrane in the vagina is less flaccid, and is beginning to 
diminish in size. On examination through the speculum, a 
slight watery discharge can be observed issuing from the 
opening made by the bistoury. A careful bimanual exami- 
nation was to-day ventured upon for the first time; both 
ovaries are natura] in size and in their normal position. 

Sept. 23rd.—Health more robust than for many months. 
The pouch of mucous membrane which covered the cyst 
still hangs loose and empty in the vagina. The cyst shows 
no signs of re-filling. 





Notices and Aebietvs of Pooks, 





A System of Medicine. Edited by J. Russell Reynolds, 
M.D., F.R.S. . Vol. V. Local Diseases (continned® 
Macmillan & Co. Pp. 1032. 


THE concluding volume of this work contains the section — 
on diseases of the female reproductive organs. In this are 
comprised articles on changes in the shape and position of the 
uterus, and on disorders of uterine functions, by Dr. Graily 
Hewitt; on inflammation of the uterus, on pelvic hamatocele, 
and on pelvic cellulitis and pelvic peritonitis, by Dr. Priestley ; 
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on growths in the uterus, on inflammation of the ovary, and 
on ovarian tumours, by Dr. John Williams. The names of 
these authors will be a guarantee that the section, as a 
whole, forms a very excellent and complete treatise on the 
medical aspect of gynecology, and one not by any means 
limited to any one-sided view of the subject. 

It will readily be supposed that versions and flexions of 
the uterus, and the importance of their effects, are fully and 
ably described in Dr. Graily Hewitt’s article on changes in 
the shape and position of that organ. While few will be 
inclined to follow the author fully in his estimate of the 
relative frequency of displacement, and especially of that of 
anteflexion, as a cause of symptoms of pelvic disorder, we 
think that he has done avaluable service in insisting so strongly 
on the importance of malnutrition and want of tone in the 
causation of flexions, and on the need for ample and nutri- 
tious food, and the avoidance of undue muscular strain, 
about the age of puberty. Yet it seems to us that he 
carries caution in the latter respect somewhat to an extreme, 
and undervalues the stimulative and tonic effects of eXercise, 
when he states that, apart from any uterine malady, it is 
the result of his observations that riding on horseback, or 
taking long walks (over an hour at a time being considered 
“long”), would be wisely avoided by all but very robust 
young women. 

In the chapter on functional disorders, the peculiarity of 
the author’s view of uterine pathology is still more manifest 
than in that upon displacements, for not only does he pro- 
nounce flexion of the uterus to be the commonest cause of 
dysmenorrhcea, menorrhagia, uterine dyskinesia, and reflex 
vomiting; but, as to the causation of hysteria, formulates his 
deliberate opinion that in cases where the hysteria is more 
or less chronic, and more or-less constantly present, where 
the patient is liable to paroxysmal attacks, hysterical in 
character, the exciting cause—the irritation, in fact—will be 
found to be a well-marked flexiou of the uterus. This view 
may be contrasted with that of Dr. Barnes, who connects the 
various phenomena of hysteria rather with inflammation, 
congestion, or irritation of the ovaries, and even proposes to 
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substitute for the time-honoured name of hysteria the new 
term “ oophoria.” Still more may it be contrasted with the 
article on hysteria in the second volume of the ‘System of 
Medicine,’ written by the Editor himself, who holds that 
hysteria is not necessarily associated with disease or derange- 
ment of the generative organs, and records his own experi- 
ence that hysteria may exist to the highest degree—it 
commonly has done so in the cases which have fallen under 
his own observation—in individuals who have presented no 
anomaly whatever in regard of the menstrual functions. It 
is to be hoped that readers of the “ System of Medicine,” from 
perusal of the two articles, will arrive at a correct and 
judicious mean. While we are disposed to agree more 
nearly with Dr. Russell Reynolds as to the pathology of 
hysteria, we consider that its connection with sexual functions, 
especially as compared with those of other organs, is far 
under-estimated in the sentence in which its relations in this 
respect are summed up :—‘“ It is common to find some de- 
rangement of the digestive, the assimilative, or of the repro- 
ductive systems ; but these may exist without hysteria, and 
vice versa, that disease may be present when these bodily 
functions are healthily performed.” Still more do we 
consider it a grave omission that in his section on the treat- 
ment of hysteria, he makes not the smallest allusion to the 
possibility that any condition of the uterus or ovaries may 
in any case call for treatment. We have met with more 
than one instance in which irregular practitioners, who have- 
recognised the occasion for pelvic examination in a case of 
hysteria, and have employed local treatment with benefit, 
have gained great credit at the expense of distinguished 
physicians who had previously treated the patient on general 
principles, and with no result. 

There is one development of the mechanical system of — 
uterine pathology, suggested by Dr. Graily Hewitt, which we 
have too much faith in the temporary comfort afforded by — 
diffusible stimulants to be altogether inclined to accept. We 
refer to his conjecture that the efficacy of the popular 
domestic remedy of hot gin-and-water for dysmenorrhoea 
depends upon its increasing the quantity of urine, thereby — 
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distending the bladder and helping to straighten the ante- 
flexed uterus. We should, moreover, have imagined that the 
increased stimulus to empty the bladder, which this remedy 
produces, would have pretty much counteracted the distending 
effect of the increased secretion of urine. Jn the section 
on treatment, the author, here as elsewhere, is a more 
cautious and safer guide than most of those who agree with 
him in theoretical views. He lays much stress on postural 
treatment, and cautions against the extreme of adopting 
local mechanical interference in all cases of flexion indis- 
criminately. 

If any reader should be led away too far by Dr. Graily 
Hewitt’s enthusiasm for the mechanical system of uterine 
pathology, he will find some corrective in the succeeding 
article by Dr. Priestley on inflammation of the uterus. From 
this author he will learn that “the theory promulgated by 
M. Velpeau, and subsequently resuscitated by Dr. Graily 
Hewitt, that patients suffering from symptoms of uterine 
inflammation are almost universally found to be affected 
with flexion or version of the organ, and that the treatment 
for displacement is therefore, as a rule, of primary import- 
ance in these cases, is not in consonance with general 
experience.” 

Dr. Priestley himself shows rather an inclination towards 
the opposite pole. While he admits that, in habitual pro- 
lapsus, the elevation of the uterus and the retention in its 
natural position are “almost” essential to the prevention and 
cure of the resulting hyperemia, he holds that the employ- 
ment of mechanical appliances, even when these are thought 
necessary, is certainly counter-indicated when there is any 
undue tenderness about the uterus and its appendages. 
We think that the experience of those accustomed to use 
Hodge’s pessary with confidence tends to show that it is often 
tolerated, and acts with benefit, in retroversion or retroflexion, 
even though the uterus be tender, while it may be a difficult 
‘Matter entirely to subdue tenderness so long as a marked 
tetroflexion remains unremedied. 

_ In the same article will be found a careful consideration 
of the relation of congestion, hyperplasia, and inflammation, 
HH 2 
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as they occur in the uterus. A due place is claimed for 
chronic metritis, or chronic inflammation of the parenchy- 
matous structure of the uterus, which too many authors, who 
have paid too predominant an attention either to lesions of the 
cervix, to endometritis, or to changes in the shape or form of 
the uterus, have agreed in under-estimating, or even excluding 
altogether from their nosology. Dr. Priestley, while he holds 
that chronic metritis is generally an extension of inflamma- 
tion from the mucous coat, believes that the enlargement, 
with ultimate induration of the whole uterus, so produced, 
may be distinguished as differing somewhat from the slower 
hypertrophy which arises from chronic hyperzmia, and has 
been called “areolar hyperplasia” by Dr. Thomas, inas-} 
much as it is attended by inflammatory exudation into the 
parenchymatous structure, and may, in some cases, give rise 
to considerable intumescence, produced more speedily than — 
chronic hyperplasia, and more amenable to subsequent re- 
moval. 

The section on the treatment of all forms of metritis 
and endometritis, and of lesions of the cervix, is very 
full, and includes a good account of the various Con- 
tinental mineral waters which may prove serviceable. 
The author is perhaps a little extreme in making light 
of all the simpler forms of granular inflammation or 
erosion. of, the. cervix. He considers that in a large@ 
proportion of cases they give but little evidence of their 
presence, are attended with but slight local inconvenience, — 
and that practically it is found that cleanliness, with rest and 
careful attention to the constitutional conditions which may 
have been the cause of the local ailment, is sufficient for the 
cure. We think that the great general frequency of cancer 
of the cervix, its extreme rarity in virgins, and its preference 
for mothers of large families, are sufficient to prove that 
inflammation or irritation of the cervix, having a local 
origin, may, in conjunction with more or less of constitu- 
tional predisposition, end in grave disease ; and that there- 
fore immediate and obvious local symptoms are not always 
a measure of its importance. This view is confirmed by 
recent histological researches, subsequent to the date when 
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Dr. Priestley’s article was written (1872-73), showing the 
extent of glandular proliferation which may take place in 
granular inflammation without any true ulceration, and its 
approximation towards the initial stage of cancer. 

Dr. Priestley contributes also the article on haematocele, 
and that on pelvic cellulitis and pelvic peritonitis. The 
former contains an ample account of the researches by 
French and other authors with regard to this affection. We 
are pleased to see that the author does not accept the terms 
perimetritis and parametritis, so often confusing to students, 
as substitutes for those of pelvic peritonitis and pelvic 
cellulitis. He rejects as unsatisfactory the attempts of M. 
Bernutz and Dr. Thomas to discriminate between the signs, 
general and local, of pelvic cellulitis and pelvic peritonitis, 
and pronounces that practically it will be found that only in 
some few typical and rare cases are the symptoms and 
physical signs so dissociated as to enable the practitioner to 
say this is pure peritonitis and that pure cellulitis. _Accord- 
ingly, the two affections and their treatment are described 
together in the same chapter. | 

The article on growths in the uterus, and that on ovarian 
tumours, are contributed by Dr. John Williams. They are 
very ably written, and bear evidence not only of an extensive 
knowledge of pathological anatomy, but of a personal 
acquaintance with that subject which but few obstetric 
physicians are enabled to acquire. In the treatment of 
fibroid tumours, the author finds iodide and bromide of 
potassium to be useless. As a hemostatic he prefers acetate 
of lead and opium. Scleroticacid,administered subcutaneously 
in doses of half a grain twice a week, he has found effectual 
in one case. Cauliflower excrescence of the cervix is de- 
scribed under the head of papillary tumours, not under that 
of cancer. Early removal, to be effected as far as possible 
from the seat of growth, in healthy tissue, is pronounced 
imperative, but we think that the malignant tendency of this 
growth is scarcely adequately expressed by the statement 
that “the cauliflower excrescence is more often malignant 
than benign in character.” 

There is a very full discussion of the mode of origin of 
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ovarian cysts, in reference to the views of Wilson Fox, 
Xindfleisch, Waldeyer, and others. With respect to the 
origin of dermoid cysts of the ovary, we can scarcely agree 
with the author that the evidence against all theories which 
refer the origin of dermoid cysts to the development of an 
ovum under any circumstances is overwhelming, and that the 
view now generally received is that they are due toa displace- 
ment of the external layer of the blastoderm. To say 
nothing of the difficulty that the ovary would be a very 
unlikely place to be specially selected for abnormal involu- 
tion of the epiblast, the occurrence in these cysts of struc- — 
tures other than epithelial—bones, striated muscular fibre, 
and nerve-tissue—is sufficient to distinguish them from 
epidermic involution-cysts like those of the orbit. We 
should have thought that the opinion largely predominated 
that they are due to parthenogenetic development, if not of 
a formed ovule, yet of a cell or cells of the germ-epithelium 
of the foetal ovary. This is rather confirmed than contra- 
dicted by the comparatively very rare development of 
similar tumours from embryonic cells of the foetus in other 
parts, but more especially in the testicle, where formative 
energy, as in the ovary, is especially active. 

In the full account of the pathology of ovarian tumours 
there is one omission only which we notice with surprise. 
This is in a subject of the highest practical importance as well 
as scientific interest—-we mean, the malignant degeneration 
of ovarian cystomata ; a contingency which, in the hands of 
such a brilliant ovariotomist as Mr. Keith, has now become 
the chief source of a fatal issue to the disease. On this point 
we merely find the statement that cancer may also Soy in 
ovarian and dermoid cysts. 

The work, as a whole, should be studied by every one 
interested in the diseases peculiar to women. We confess, 
however, that the incompleteness inevitably arising from the 
separation of the Medicine of Gynecology from its Surgery is 
to us a new evidence how complete and inseparable the union 
between the two ought to be. 
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A Study of Two Mesial Vertical Sections of the Female Pelvis in Rela- 
tion to the Normal Support of the Uterus and Prolapsus Utert. 
By DAviIp BERRY HART, M.B., Assistant to the Professor of Midwifery in the 
University of Edinburgh ; President of the Royal Medical Society. 

Within the past few years great light has been thrown on topc- 
graphical anatomy and the mechanism of labour, by the publication of 
accurate drawings of vertical and transverse sections of the various 
parts of the male and female body. Reference to Braune’s sections™ 
will convince any one how much accuracy is given to our anatomical 
and obstetrical knowledge by this splendid work. 

The value of such sections is that we see all the structures in their 
undisturbed relations ; while the ordinary method of “surface dis- 
sections,” by altering these, misleads as well as instructs. 

Now, in studying the topographical anatomy of the female pelvis, 
we may, in the first place, proceed by the ordinary means of digital 
examination. Such a method, however, gives us the idea that its 
fleshy floor is permeated by canals, and is accordingly a somewhat 
unsubstantial honey-combed structure, through which the uterus can 
find little difficulty in passing. One, indeed, begins to wonder not that 
sO many women have prolapsus uteri, but that more are not annoyed 
by it. 

A study of sagittal sections leads, on the other hand, to quite dif- 
ferent opinions ; and it is what we can learn from such in regard to 
certain disputed points that will form the subject of this communica- 
tion. It is really very curious that, almost without an exception, 
British gynzecological and anatomical text-books have depicted vertical 
sections of the female pelvis in the most erroneous manner. ‘They 
are wrong. in every point—bones hardly excepted—and have done 
much to retard the progress of gynecology. A comparison of the 
specimens placed before you with our ordinary diagrams will, I feel, 
convince you that such strictures are not uncalled for. 

The female bony pelvis is closed in below by the fleshy layer of 
the pelvic diaphragm. Its exact anatomical structure does not fall 
to be described here. It will be sufficient to consider it as made up 


* Topographisch Anatomischer Atlas nach Durchschnitten an gefrornen Cadavern. 
Leipzig, 1867. 
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of muscles, fascia, and the various vessels and nerves requisite for its 
nourishment, &c. As is well known, the urethra, vagina, and rectum 
pass through it. Now, as usually drawn, the dilated vagina and rec- 
tum appear markedly to impair the compact nature of this diaphragm. 
‘The reverse, however, is the case, and we will now attempt to show 
that this pelvic diaphragm in the virgin is a compact and homogeneous 
layer, as compact and unimpaired as in the male. 


In the first place, the anus is always, during life, closed ; and 


therefore the muscular sphincter, reducing it to a pucker, really adds 
to the strength of the floor. 

Then, above all, the vagina is no cavity under ordinary circum- 
stances and postures.* In vertical section its walls are in perfectly 
accurate apposition. It has no side walls at all, only an anterior and 
posterior, each of a triangular shape with multiplied transverse rugosi- 
ties. From this description, then, it is evident that the “ vaginal slit” 
in no way impairs the strength of the pelvic floor. Were it the tube 
usually figured, prclapsus uteri would be the normal state in almost 
all women. We need not delay to prove that the urethra, practically 
a capillary tube, interferes as little with the efficiency of the pelvic 
floor as the vagina and rectum. 

The pelvic diaphragm is therefore a thick, compact layer, tunnelled 
by no cavities. Its thickness varies, being greatest at its centre, least 
at its sacral attachment, and intermediate near the pubis. In one of 
the sections the thicknesses at the above points are 23 inches, 14 
inch, and 2 inches. The slits traversing it are all parallel, or 
nearly so, to the pelvic brim—a fact of importance to be again alluded 
to. By this “vaginal slit” we get the pelvic floor divided anatomi- 
ae into two portions—a pubic anterior, and a sacral posterior 

alf. 

The pubic anterior half is triangular in shape, has a pubic, vaginal, 
and pelvic side, and is made up of bladder and anterior vaginal wall. 
The pubic side does not accurately hug the smooth surface of the 
pubis, but is V-shaped, with the apex of the V turned to the sacrum. 
This angular interspace between the pubis and bladder is filled up 
with loose fat. The vaginal and pubic sides are each two inches 
long, while the pelvic is three inches. ‘This triangle has, therefore, 
no firm bony attachments, is only feebly muscular, and is so arranged 
that its pubic side can freely extend round the symphisis as a centre, 
and in any movement downwards will necessarily drag on the uterus, 
since the anterior lip of the cervix is attached to its posterior angle. 

The sacral half of the pelvic floor is roughly oblong in its shape. 
As contrasted with the pubic half, it has a strong dove-tailed attach- 
ment to the sacrum and coccyx, and is made up of strong resistant 
muscular and tendinous tissue. 


* The knee-elbow and lithotomy postures, by admitting air, render the vagina a 
pyramidal cavity, the apex being at the ostium vagine. The probable cause: of 
this will form the subject of a separate communication. 
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A fact of some practical bearing is that the posterior wall of the 
vagina is loosely connected to the anterior wall of the rectum until 
within 14 inch from the anus. ‘This is shown in Plate II. of Braune’s 
work. It has important bearings on prolapsus uterl, 

One of the most striking features in the section is the perineum. 
We see it here in its true relations and usefulness. It is a wedge of 
elastic tissue lying, with apex up, between the lower half of the vagina 
and rectum. It strengthens that part of the pelvic floor distended 
most by expiratory efforts; like an elastic pad banks up efficiently 
the lower part of the vagina ; distends into a thin segment to allow of 
the passage of the head during parturition, and then resiles again to 
its old buttress form; prevents pouching of the rectum into the 
vagina ; and in most cases hinders that crumbling of the anterior or 
pubic portion of the pelvic diaphragm past the posterior or sacral 
portion, which is the initial step of prolapsus uteri. 

Lastly, it should be noted that of these two portions of the pelvic 

floor, the anterior or pubic receives the greater share of the intra- 
abdominal pressure. 
_ If, then, the pelvic diaphragm is as compact as we have described, 
it is evident that the uterus, resting on its upper surface, needs no 
ligaments to suspend it, any more than a chair or table resting on a 
floor does. If ligaments, indeed, do suspend it, why is it that we 
can haul down a uterus in any woman to the level of or outside 
the ostium vaginee ? We believe it is not suspended by ligaments at 
ail, but simply rests on the substantial pelvic floor almost at right 
angles to the slit down which, under certain circumstances, it may be 
dragged.* Before passing from the natural support of the uterus, it 
will be advisable to notice briefly the theory advocated by Dr. M. 
Duncan in his ‘‘ Researches in Obstetrics.” A special retentive power of 
the abdoment has been advocated by him as contributing greatly to 
the support of the uterus. It is difficult either to grasp or criticise this 
theory, as Dr. Duncan does not precisely state what he himself thinks 
it is. Thus, he frankly says at the end of his communication— 
“Having shown that this so-called retentive power exists, and has 
important functions, it would be proper for me now to enter upon 
the description of its mechanism, its degree or force, the causes of 
its variations, and the means which might be employed to increase 
‘or diminish as medical practitioners might desire... . . This know- 
ledge is very scant and deficient.” { 

From his Paper we learn, however, that it is a mechanical quality 
which may be present in an extraordinary degree, diminished, or 
entirely absent. As to its power, Dr. Duncan thinks it is considerable, 
for he speaks of it sucking back a 9-lb. child, and lifting a 2-lb. 
uterus out of the pelvis up to, or even above, the umbilicus, 


* See Studley on “‘ The Mechanical Treatment of Versions and Flexions of 
the Womb,” American Fournal of Obstetrics, January, 1879, p. 39, for more ela- 


borate views. 
+ ‘‘Researches in Obstetrics,” 1868. LOC) Cit,, Pp. 470. 
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‘against gravitation, against the resistance of superincumbent bowels 
and anterior abdominal flap.” 

While admitting the value of Dr. Duncan’s contributions to the 
physics of the abdomen, I do not think he has as yet proved the 
existence of a special retentive power. 

Many of the cases in which Dr. Duncan supposes it to act may be 
explained in other ways. Thus, the recession of the head after a 
pain is more easily explained as due to the recoil of the elastic lining of 
the female pelvis than to any sucking-back power of the abdomen. 
Then, is not the alleged ascent of the uterus a growth of it upwards in 
the direction of least resistance, just as it grows down towards the 
permeum when retroflexed? It is difficult to conceive why the 
retentive power should act so strongly during labour or at the end of 
it. ‘There is no reason for supposing that, if it does exist, it may not 
be as strong when the uterus is unimpregnated. If so, it could easily 
suck up a 2$-oz. uterus to the level, or nearly so, of the thoracic 
diaphragm itself. The difficulties in accepting this theory are so 
great, and the proofs as yet advanced in support are so scanty, that 
1 do not see how we can give it a share in the natural support of the 
uterus. We now pass to the clinical applications of the views of the 
pelvic floor already given.* If the pelvic diaphragm of a virginal 
patient be watched during strong expiration of bearing down, it will 
be seen to become more convex, especially at or near the base of the 
perineum. No part of the vaginal or anal mucous membrane is 
everted—z.e., the compactness of the pelvic diaphragin is not inter- 
fered with during violent efforts; or, to put it in other words, the 
pubic half of the floor is accurately pressed against the sacral ‘pal, 
and does not slp past it. 

The reason of this is as follows :—The intra-abdominal pressure 
strikes the pelvic floor in lines whose resultant coincides more or 
less with the axis of the brim, and thus distends it. It is therefore 
almost at right angles to the vaginal slit. From the accurate appo- 
sition of the vaginal walls, the anterior triangular part of the pelvic 
floor is, in the virgin, accurately and firmly pressed against the pos- 
terior, and thus the pelvic floor, viewed from without, only becomes 
more distended, but the continuity of its skin boundary is unbroken 
by any eversion of vaginal mucous membrane. In the case of a 
woman who has only had an abortion, say, violent straining even 
with the posterior wall of the vagina well-hooked back by the finger, 
gives little or no eversion of the anterior wall, although the usual 
posterior vaginal support is withdrawn. The anterior triangle has, 
indeed, not lost its elasticity and rigidity, and does not crumple up 
sufficiently to pass out at the artificially-dilated vaginal orifice. Now, 
in a multiparous woman with a perineal tear only slightly involving 
the pyramidal body, inspection of the vaginal orifice will show that 





* The clinical cases now given are all from patients attending Professor Simpson’s 
clinique. 
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generally about 4 of an inch of the anterior vaginal wall is exposed. 
Under strong expiration another half inch will slip past and appear. 
At the same time, however, from cohesion between the vaginal walls, 
the posterior wall is also partially dragged down, and, by blocking 
the vaginal orifice, tends to keep up the further eversion of the 
anterior wall. If the posterior wall be now hooked back, then more 
of the anterior wall will slip past. 

The stages in the descent of a complete prolapsus are now as 
follows :—We have first, of course, the appearance of the anterior 
vaginal wall, from below up, at the orifice. Pari passu with its 
descent, the uterus and posterior vaginal wall have come down, the 
lowest uterine point, tracing out the pelvic curve, and the uterus 
becoming more and more inclined backwards, until at the vaginal 
orifice it lies in the vaginal axis, with the posterior vaginal wall 
forming a pouch, the depth of half its own length, behind it. 
Further efforts on the part of the woman now drive the uterus out- 
side. The os uteri sweeps upwards and forwards, and the posterior 
vaginal wall is now completely everted, its lowest part appearing 
last.* 

A vertical section would now show— 

1. Almost complete extrusion of the anterior or pubic part of the 
floor. The upper and anterior part of the bladder is, however, still 
behind the symphysis. 

2. Complete extrusion of the uterus, which generally lies with 
fundus below the level of the os. 

3. Rectum in position, and only posterior vaginal wall down. 
The latter peels from the rectum from above downwards until it 
reaches the lowest inch and a half of close connection, which then 
elongates. 

Thus, we have complete descent of the anterior triangle and uterus, 
but only of the anterior layer of the sacral half of the pelvic floor. 
Occasionally we meet with deviations from this mechanism. Some- 
times both vaginal walls descend equally from below up, and the 
lterus appears last. In such cases a@ large rectocele is present, 
bulging out at the orifice, and accordingly, from the resistance it 
offers to the outer vaginal wall, the posterior vaginal wall is forced out 
equally with the former. When this rectocele is hooked back, the 
prolapse follows its usual course. 

Before finally summing up the factors in the production of a pro- 
lapsus uteri, we must consider two important cases which throw 
some light on the whole subject. 

EK. M., aged nineteen, was admitted to Ward XII. M. The points 
in her case bearing on our present subject were, first, that the 
perineum was completely torn just down to the anterior margin of 





* The above description of the mechanism in a complete prolapsus is drawn from 
personal clinical observation of a large number of cases, and a comparison of that 
given by Drs. Matthews Duncan, Marion Sims, and A. R. Simpson. 
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the anus. The sphincter was only involved to a very small extent, 
but still a little flatus and feeces passed if she strained violently. More 
than an inch of the anterior vaginal wall was, of course, exposed un- 
supported. The perineum had been thus torn about eighteen months 
previously, but as yet no prolapse of vaginal wall had occurred. 
Under straining efforts and hooking back of the posterior wall the 
vaginal wall prolapsed considerably. 

Now, at first, I felt inclined to think that here was strong proof for 
the belief that the perineum has nothing to do with prolapsus uteri. 
Careful observation of the case, however, revealed the following 
facts :—Filling up the angular gap left by the perineal tear was an 
excrescence of mucous membrane, really a small rectocele. It 
almost touched the anterior vaginal wall, and pressing firmly against 
it when enlarged during straining, helped efficiently to bank it up. 
It was, indeed, an accidental and by no means inefficient substitute 
for the perineum. But, further, the patient had a retroflexed and 
enlarged uterus, which, of course, made tension on the anterior 
triangle, and helped to prevent its eversion. These two co-existent 
lesions explain why this girl had no prolapsus as yet, and show 
that in other cases careful search should be made for causes prevent- 
ing it. 

‘The second case was one with marked laceration of the perineum 
and no prolapse. A tedious first labour ending in vesico-vaginal 
fistula, and consequent urinary irritation, had, however, so thickened 
and indurated the vaginal wall as to render its crumpling out at the 
dilated vaginal orifice impossible. 

In the last place, we have in almost all cases of prolapsus uteri a 
definite mechanism as viewed at the vaginal orifice, viz., descent of 
anterior vaginal wall, cervix uteri, and posterior wall. Now, if the 
uterus be pulled down by a vulsellum, it will be found that the os 
uteri is at the vaginal orifice before any part of the walls is everted, 
and that when the os uteri is so placed, we have the vaginal walls 
forming a deep pouch all around. Hauling down the uterus to 
imitate a prolapsus would really do so if the uterus ever primarily 
descended—-a thing I have never seen. ‘The true way to imitate 
prolapsus is to haul or push down the anterior pubic triangle. It is 
evident that this will be easy in a cadaver where the support of the 
posterior wall is lost at its lowest part by perineal laceration, and 
where the anterior triangle has more or less lost its tone. There 
will be great difficulty in doing so in a virgin pelvis where the parts 
are rigid, and the pubic and sacral halves of the pelvic floor in close 
contact. Still it can be done; so that I can quite fairly imagine 
what I have not yet seen, viz., a descent of the pubic triangle past 
the sacral in a virgin, the conditions of great intra-abdominal pres- 
sure and a vaginal axis not parallel to, but making an angle more or 
less acute with the pelvic brim, being present. 

Of late years the changes in the cervix uteri during labour have 
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attracted the attention of obstetricians. From the researches of 
Braune* and Bandlt we know now with some accuracy the alterations, 
physiological and pathological, in its length and calibre. From time 
immemorial the alterations in the perineum during the passage of 
the head have been known, although as yet we have no accurate 
anatomical information on the changes taking place during labour in 
the posterior part of the pelvic floor. I shall therefore only describe 
it as being driven down and thinned out by the advancing head. At 
present I wish more particularly to describe the hitherto ignored 
changes during labour, and their significance, of the anterior tri- 
angular part of the pelvic floor—an inquiry in which I was assisted 
by Professor A. R. Simpson—as seen in Braune’s beautiful sections. t 
This thick substantial part is elevated, thinned out, and flattened 
against the pubis. From a triangular shape it is altered into a thin, 
elongated egg-shaped arrangement, accurately hugging the pubis, 
obliterating the fat triangle there, and driven forward above and 
below it The bladder, instead of lying with its upper border hardly 
reaching up to the top of the pubis, becomes dragged up, and 
flattened out to the form already described. 

Bandl§ describes the os énternum as lying close above the level of 
the pelvic brim after labour is completed. If we examine Braune’s 
section (Table C), then the anterior margin is 2} inches above the 
symphysis pubis, while the posterior margin is only a little above the 
promontory of the sacrum. The cervical tube has its anterior and pos- 
terior walls almost exactly the same length. Then, as Band points out, 
the anterior uterine wall is at least twice the thickness of the posterior 
one. Now, further, if in Table B, we measure the vertical distance of 
the base of the labium minus from the lower edge of the symphysis, 
we find it to be about 24 inches, whereas in Table C the same measure- 
ment is only 14 inch. ‘Table Bj| shows the anterior triangle at the 
end of pregnancy, while Table C gives it at the end of the first 
stage. 

All this is easily explained as follows :—The contraction of the 
muscular uterus not only propels the child down, but elongates and 
draws the cervix up over the advancing head. The anterior lip of 
the cervix is attached most advantageously to the upper and posterior 


angle of the movable pubic triangle of the pelvic floor, the posterior 


Jip to the fixed sacral part. Accordingly, the anterior or pubic 
triangle is drawn up considerably, and the anterior uterine mus- 


* Braune, Die Lage des Uterus und Fetus am Ende der Schwangerschaft, Leip- 
zig, 1872. 

a Banal, Uber Ruptur der Gebarmutter, und thre Mechanik, Wien. 1875. 

t Die Lage des Fetus und Uterus am Ende der Schwangerschaft. Table C. 

Loe. cit., Ss. 54. 

|| This section is that of a different woman. The difference given is more 
than can be accounted for by special peculiarity. Braune, loc. citat. Tables 
Band Ci) / 

{| Bandl, loc. cit., passim. 
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culature, therefore, thicker than the posterior, simply because it is 
more contracted.* 

During labour, then, the pubic half of the pelvic floor is elongated 
and drawn up above the symphysis pubis, the sacral is thinned out 
and depressed. 

We have already stated that the true way to bring about prolapsus 
uteri artificially would be to depress the pubic triangle past the pos- 
terior sacral part of the pelvic floor. During parturition, however, 
this does not happen, and accordingly the best means of causing 
prolapse never occurs. The way in which parturition brings about 
prolapse is by impairing the apposition of the posterior and anterior 
walls, and the elasticity of the anterior triangle. 

It is evident, then, that there is sufficient ground for considering 
the pelvic floor as made up of two parts, anatomically, physiologically, 
and pathologically contrasted. 

The pubic part is made up of slack membranous tissue, and has 
loose attachments, permitting easily its elevation or depression ; rests 
on the posterior sacral part, and by being driven down causes pro- 
lapsus uteri. The posterior quadrilateral part has strong bony attach- 
ments and resistant tissue ; is thinned out and driven down in labour, 
supports the pubic half, and by laceration of its anterior and lower 
edge, allows of that slipping past of the atonic anterior pubic triangle 
which initiates, and may end in, prolapsus uteri. 

The following are, briefly, the conclusions arrived at :— 

I. The virgin pelvic diaphragm is an unbroken fleshy layer, with no 
cavities 1n it. 

II. It may be regarded as divided into pubic and sacral parts, 
differing anatomically and functionally, by the vaginal slit. 

III. The uterus hes anteverted on this unbroken layer, indepen- 
dently of ligamentous or other support, and its lips are attached 
one to the anterior half, the other to the posterior half of the pelvic 
floor. 

IV. Prolapse of the uterus is caused by the slipping of the anterior 
half past the posterior. ‘The uterus never comes down, but is always 
dragged down. 

V. Increased weight of the uterus in itself does not initiate prolapse. 
The three factors concerned are— 

A. Loss of apposition of the pubic and sacral parts, in most cases 
stated by perineal laceration. 

B. Loss of “tone” of anterior triangle. 

C. Intra-abdominal pressure. 

It should be kept in mind that a prolapse may be prevented by 
some co-existent lesions, and caused in some rare cases by increased 
intra-abdominal pressure alone. 


* The appearance of great distention of the bladder, sometimes found in a 
mismanaged first stage, is accounted for partly by this drawing up. 

+ For the view that the perineum has nothing to do with prolapsus uteri, see 
Dr. Duncan’s ‘‘ Papers on the Female Perineum.” Churchill, 1879. 
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Dr. KEILLER considered Dr. Hart’s communication an able and in- 
structive one, and warmly congratulated the author, as all present 
must do, on this his first appearance as a contributor to the Society’s 
proceedings. The minute study of the anatomical arrangement of 
parts which come so frequently under the observation and treatment 
of the surgeon and gynecologist is of vast practical import, and the 
present Paper, beautifully illustrated as it was by the pelvic sections 
and drawings exhibited, could not fail to promote the object Dr. 
Hart had specially in view, viz., that of rendering more scientifically 
clear the structural changes and relations of tne contents and im- 
mediate surroundings of the female pelvis in their bearings on the 
normal support of the uterus, prolapsus uteri, and the mechanism of 
ruptured perineum. He had endeavoured to follow, so as to compre- 
hend the more practical bearing of Dr. Hart’s interesting demonstra- 
tion, and could, from his personal experience, corroborate the 
correctness of the views propounded in the Paper now read, especially 
in reference to the sequence of the changes which usually take place 
during the progress of uterine and vaginal prolapsus. Dr. Keiller 
was not sure, however, if Dr. Hart had sufficiently noted the special 
anatomical relations of the peritoneal reflexions in front and behind 
the uterus and passages, and especially in connection with the common 
cases of cystocele and rectocele; but what he more particularly 
wished to point out was what did not seem to have attracted the 
attention of Dr. Hart to anything like the extent he (Dr. Keiller) 
knew it deserved. He alluded to the results of perineal laceration 
in altering the natural curve of the vagina, and thereby facilitating 
prolapsus of its walls, the anterior of which (as Dr. Hart had correctly 
stated) being usually the first observed to protrude. He had been 
long in the habit of specially directing the attention of his pupils 
(while lecturing on perineal ruptures and their influence as factors in 
promoting prolapsus) to what he believed was the common history 
of severe and mismanaged lacerations of the perineum. And he 
thought he was entitled to speak with some degree of confidence on a 
subject which had received no small measure of his time and atten- 
tion. The way he generally put the matter was this, viz., that while 
the perineal structures were entire, and the passages comparatively 
normal, the vagina formed not only a curved canal corresponding 
with the pelvic axis, but was supported and strengthened below by 
the anterior parts of the perineum on which it rested. When, 
however, an extensive injury of the perineum took place, especially 
when what is anatomically called “ the middle tendinous point” (into 
which the transversus perinei and other muscles were inserted) was 
torn through, and not restored by immediate or subsequent stitching, 
then it was that partly through the vagina being no longer curved, 
but now comparatively straight, and partly, if not principally, in con- 
sequence of the loss of perineal support, the course of the prolapsus 
steadily became downward and onward until, if unchecked or un- 
cured, it through time presented one or more of the extreme forms 
too often met with in ordinary practice. He looked upon Dr. Hart’s 
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admirable Paper as a most valuable contribution in a much-required 
direction. 

Dr. UNDERHILL had fistened with much interest to Dr. Hart’s 
Paper. He thought there were other causes at work besides those 
alluded to by Dr. Hart, in assisting to prevent the descent of the 
pelvic viscera, otherwise how could we account for the uterus and 
appendages not descending in all cases of ruptured perineum. ‘Then, 
again, that class of cases where there were great elongation of the 
cervix, the body of the uterus being in its place, there was evidently 
some other power at work. He considered one of Braune’s drawings 
exceptional in some respects, the viscera being all lowly placed. 

Dr. CRooM warmly congratulated Dr. Hart on his maiden appear- 
ance. The sections were very important and beautiful. He greatly 
admired Dr. Hart’s accurate description of the mechanism of prolapsus 
uteri, which unquestionably applied to the great majority of cases. 
There were, however, a certain class of cases where, from a change in 
the uterine axis, accompanied by an increase of weight, the earliest 
factor in the prolapse was descent of the uterus itself, and not of the 
anterior vaginal wall. He thought that Dr. Hart’s observations on 
Braune’s sections as to the relatively greater thickness of the anterior 
than the posterior uterine wall was interesting, and his explanation of 
the reason of it original. The subject was deserving of further study. 

Dr. MACDONALD stated that, in common with the other members 
of the Society, he heartily recognised the great merits and originality 
of Dr. Hart’s Paper, and hoped it was an indication of still greater 
promise for the further advantage of the Society. The anatomical 
arrangements for the establishment of a base of support for the pelvic 
viscera by the sacrum and coccyx, the muscles, and other structures 
forming the pelvic floor, were given in the Paper with great force, 
originality, and precision. But there were so many points raised— 
some of them quite new and others much disputed—in the Paper, 
that he felt convinced one could not do justice either to Dr. Hart or 
one’s self by attempting any extended criticism after merely listening 
to a single hurried reading of such an important and difficult Paper. 
One would require to read and re-read it before being warranted in 
passing an opinion regarding some of the points brought out. In 
regard to one important particular, however, he would venture to say 
that it appeared to him that Dr. Hart was a little rash in dismissing 
the question of the retentive power of the abdomen so cavalierly as he 
did. Call it retentive power of the abdomen, or suction power, or 
the condition of negative pressure in the abdomen, or whatever 
you please, he could not help feeling that this property of retention in 
the abdomen was a force that must be admitted, and which was 
greatly concerned in the maintenance of the uterus in position, and 
was necessary to explain many cases of elongation of the cervix with- 
out prolapse of the body, to which Dr. Underhill had referred. Dr. 
Hart would find that he had not only Dr. Duncan to deal with in 
this question, but that Professor Schatz, in his exhaustive experimental 
examination into the question of abdominal tension, had come to 
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substantially similar conclusions. Though generally true that pro- 
lapse of the uterus was preceded by prolapse of the bladder and of 
the anterior wall of the vagina, and though this occurred so frequently, 
that in his last work on the perineum Dr. Duncan had maintained 
that it invariably did so, yet he held that occasionally uterine prolapse 
occurred with the bladder i its normal situation. He had carefully 
observed a patient in his Ward in the Royal Infirmary last year in 
whose case there was complete procidentia of the uterus—indeed, the 
organ came entirely outside the vulva, yet there was no vesical pro- 
lapse, the anterior flexure of the vagina being quite as high as in the 
normal condition. In this case also the perineum and even the 
hymen were perfectly intact, the cause of the prolapse being traceable 
to a sudden effort at lifting a heavy weight some years previously, 
whereby the intra-abdominal pressure was suddenly increased, or, in 
other words, the retentive power was disturbed and destroyed. But, 
as he already said, he felt the Paper merited more careful study before 
one could do it justice by attempting any critical observations upon 
it. And he merely made these remarks to show that the questions 
raised were more complex than at first sight would appear. He 
would conclude by again cordially expressing his delight at listening 
to such a valuable contribution. 

Professor SIMPSON was not so taken by surprise as some of the 
Fellows seemed to be by the facts brought out in Dr. Hart’s very 
original communication, as he had had the satisfaction of furnishing 
Dr. Hart with material, and seeing from time to time the result of his 
work. But he joined them very cordially in his appreciation of the 
value of these researches. Hart’s method of looking at the pelvic 
floor as divisible into an anterior and posterior half was very helpful 
in leading to a clear appreciation of the relations of the various struc- 
tures ; his ohservation as to the parallelism of the vaginal slit with 
the plane of the pelvic brim was quite original ; and in his description 
of the behaviour of the pubic section during pregnancy and parturi- 
tion he opened up a quite new and important field of study. 
The Paper seemed specially valuable, moreover, in demonstrating 
afresh and irrefragably the importance of the integrity of the perineal 
body for the prevention of prolapsus uteri. So far as the case of pro- 
Japsus in a virgin, related by Dr. Macdonald, went, it only showed 
how an excess of pressure from above might overcome the resistance 
offered by the normal perineum ; and as there were congenital ana- 
tomical conditions that predisposed to hernia, so there might be here 
peculiarities of conformation that predispose to displacements. But 


as regards the imaginary retentive power of the abdomen, with which 


Dr. Macdonald was disposed to deal so tenderly, he (Dr. Simpson) 
had no difficulty in relegating it to the limbo of unfounded fallacies 
which explain nothing and are themselves inexplicable. In the kind 
of case to which Dr. Underhill referred, it was well that he did not 
expressly call in the aid of this fanciful negation ; for in most cases 
there will usually come into play some other elements in bringing 
about the descent of which an inefficiency of the perineum is the com- 
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monest initial factor. The influence, eg., of the round and broad 
ligaments, which he thought had been rather undervalued by Dr. 
Hart, had to be taken into account. ‘That even a pretty deep lacera- 
tion of the perineum is not immediately followed by descent of the 
uterus, we can easily understand. In a young, otherwise healthy, 
woman the vaginal walls will be sufficiently dry to keep the anterior 
and posterior walls in close apposition. But let that patient become the 
subject of a leucorrhceal discharge, and the front wall will get a tendency 
to slide further and further down off the posterior fragment. Or, as 
has been specially insisted on by Dr. Protheroe Smith, the woman 
in following her avocation may be obliged to keep the plane of the 
pelvic brim more nearly parallel with the horizon, so that the weight 
of the superincumbent viscera begins to press more directly on the 
pelvic floor. There were some positions taken up in the Paper 
which he (Dr. Simpson) thought open to question. ‘The relative 
thickness of the anterior and posterior walls of the uterus repre- 
sented in Braune’s plate may be accidental; and he (Dr. Simpson) 
could not help thinking that even in that plate the posterior lip 
of the os had been drawn as far, if not as high up, as the anterior. 
Dr. Hart had shown his ability to work out some debatable points 
in anatomy, and he (Dr. Simpson) hoped that this was only the 
first of many Essays with which he would enrich the coming volumes 
of our Zransactions. 

Dr. Hart, in reply, thanked the Society for the kind reception 
they had given his Paper. His object had been to bring forward 
facts, and to avoid theory. It was but just to explain that he got 
the first hint as to the alterations in the anterior or pubic triangle 
from Professor Simpson. In regard to the theory of the retentive 
power of the abdomen, he could only say that, as yet, he con- 
sidered no real facts had been brought forward in its support. 


OBSTETRICAL SOCIETY OF DUEL. 
Meeting, Saturday, March ist, 1879. 


Dr. RUTHERFORD KIRKPATRICK i” «the Chair. 





Ovarian Cyst. 
Dr. ATTHILL exhibited an ovarian cyst from a patient on whom 


he had performed ovariotomy in the Rotunda Hospital. The patient 


was a married woman, aged about thirty, the mother of three chil- 
dren, the youngest of whom was fifteen months old. The previous 
history of her case was very obscure. All he could make out was, 
that she had nursed for nearly twelve months, that during that time 
she felt weak and lost flesh, and that menstruation did not return 
until after lactation ceased. After she had given up nursing her 
health did not improve ; and, on seeking medical aid for her increas- 
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ing debility, a tumour was detected in the abdomen by the local 
medical man, who sent her to town. On examination he (Dr. 
Atthill) found a tumour, irregular in shape, occupying the lower 
portion of the abdomen ; it reached nearly as high as the umbilicus, 
was markedly depressed in the centre, and simulated in its external 
features a fibro-cystic tumour. It was, however, quite separate from 
the uterus, which organ was of its normal size, and he had no hesi- 
tation in pronouncing it to be an ovarian cyst; and, after consulta- 
tion, it was decided to remove.it. The operation was performed on 
the 5th of February last, and, as far as the first stages were con- 
cerned, was exceedingly easy, the only drawback being that the 
patient retched several times. He came down on the peritoneum 
with the greatest facility, raised the peritoneum up in the usual 
manner, divided it, and shpped in a director ; immediately on doing 
so, he was surprised to see a gush of chocolate-coloured fluid. One 
of the gentlemen who assisted him suggested that the fluid was 
peritoneal ; but he (Dr. Atthill) pointed out that this could not be 
so, as there had been such resonance in both flanks, and that it 
must be from the cyst. He then passed in his finger, and discovered 
a rent in the cyst ; there were no adhesions, and it was drawn out 
without trouble, and the pedicle severed without the use of the clamp. 
The abdomen was then thoroughly cleansed and sponged out, so 
that he did not think any of the fluid was left. The patient rallied 
in a short time and said she felt comfortable, but from the very first 
vomiting set in, and she slept very little. The operation was per- 
formed about ten o’clock in the morning, antiseptically, under the 
thymol spray. At six o’clock she vomited green fluid, which, as it 
is seen so frequently associated with peritonitis, caused him much 
anxiety; still she felt no pain. Her pulse was at this time 104, and 
her temperature 101°. She was treated by hypodermic injections of 
morphia, which checked the vomiting for a time, but it returned, and 
next morning the fluid vomited was black, like coffee-grounds. The 
vomiting was held in abeyance by hypodermic injections of morphia, 
but never for more than a few hours. She was allowed nothing but 
iced-water; and, in fact, took no nourishment. On the 6th of 
February, in eighteen hours, her pulse had risen to 125, and her 
temperature to 102°; the black vomiting continued, but at long 
intervals, because she was kept constantly under the influence of 
morphia. On the 7th, her temperature fell to r0o0°8°, and her pulse 
to 120, the coffee-coloured vomiting continuing ; there was very little 
variation in the temperature—that of the axilla, on the evening of 
the 8th, was 1oo’1°. At this time she only vomited about once in 
the twelve hours, but it was always coffee-grounds. One unfavour- 
able circumstance was that, notwithstanding the fall in the tempera- 
ture, the pulse kept up to 120 or 130; from this time the vomiting 
ceased. On the evening of the oth, her temperature had fallen to 
99°8°. She was then taking brandy and essence of chicken. Her 
temperature during the next twenty-four hours continued steady at 
g9°, and her pulse from 120 to 125. On the evening of the roth 
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her pulse fell to 116, and her temperature to 98°. During the whole 
of that day her temperature kept steady at 98°, until nine o’clock 
P.M., when it rose to.99°, and her puls@-to’ 136, On the Tem 
her temperature continued at 99° until evening, when it sud- 
denly rose to 102°, her pulse being’ 130; ‘she then for the wut 
time complained of intense pain, and sank rapidly, and died in 
about six hours. ‘The pain was relieved by hypodermic injection of 
morphia. She died on the seventh day after the operation. The 
steady fall of temperature and cessation of vomiting while the case 
ran on to a fatal termination was remarkable. On making an autopsy 
they found universal peritonitis, with adhesions everywhere. On 
examining the cyst it presented a remarkable appearance, a large 
patch of the wall surrounding the rent being of a much darker colour 
than the rest; it also appeared softer. Dr. Harvey, who kindly 
examined it, stated ‘there was a circle of about 24 to 3 inches 
diameter on the surface of the cyst, which was discoloured, being of 
a darker brown colour than the rest of the cyst. In this area was a 
large opening into the cyst ; the wall of the cyst here was very thin, 
was in one place divided into two lamin, was rather softer than the 
other parts of the cyst wall, and appeared to be in a state of com- 
mencing softening. The nature of the tear or opening suggested very 
forcibly the idea that it was a rupture—not a cut.” He (Dr. Atthill) 
had performed the operation of ovariotomy pretty frequently, and 
could not suppose that he had either cut into or torn the cyst without 
his knowledge. At the time he passed his director under the 
peritoneum he was not conscious of the most trifling resistance. 
His impression was that the cyst ruptured during the vomiting which 
occurred while the patient was coming under the influence of the 
ether, the wall of the cyst having commenced to soften previously. 
This was the only explanation he could give of what occurred. It was 
certain, however, tnat at one part the cyst wall was very thin, that 
softening had commenced, and that it was running on into decompo- 
sition. From this they learned that it was not always wise to 
postpone this operation too long. He had not hurried it in this 
case, because the cyst was still so small, and he probably would have 
postponed the operation but that all her friends were anxious for the 
performance. But the result convinced him that if this patient had 
been operated on earlier she probably would have recovered. 

Dr. Irwin. mentioned a case which occurred in the Southern 
Hospital, Manchester, some time ago. ‘The fluid which came away 
at the operation was the thick, chocolate-coloured stuff described by 
Dr. Atthill, and the cyst was so brittle and friable that the trocar 
could not take hold of it. It all broke down, and they had to draw 
it out of the abdomen. A good deal of the fluid escaped into the 
peritoneum, but they sponged it out carefully and the patient re- 
covered. 

Dr. Macaw said the question whether ovarian tumours should be 
operated on early or late depended, he thought, upon whether the 
antiseptic method were used or not. Where no serious adhesions — 
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were diagnosed, he would advise that the operation should be under- 
taken with the aid of antiseptic surgery. 

Dr. Henry KeENNeEpy said that, in cases of fever, they could not 
trust too much to temperature. He had repeatedly seen cases 
in which death occurred where the temperature never exceeded 100° 
and to1°; and the same thing was true with reference to the pulse. 
The tendency was to place too much value on the thermometer. He 
would rather endeavour to judge by all the symptoms present. He 
had notes of a number of cases in which the temperature fell from 
104° to 100°, and yet the patients then died. ‘There was scarcely a 
disease in which he had not seen death occur while temperature was 
ranging through what they might call moderate degrees. With re- 
spect to vomiting, green vomiting was not necessarily connected with 
peritonitis at all. It was quite common in fevers. It was nota common 
symptom while the bile was yellow, but it was a very common symptom 
at the commencement of small-pox and other diseases. ‘The black 
vomit was a more serious as well as a rarer symptom; and, when it 
occurred, the patient seldom recovered. He had seen three or four 
cases of rupture of the uterus, and they were all attended with black 
vomit, occurring immediately afterwards. 

Dr. ATTHILL, in reply, asked, how was the recurrence of the green 
vomiting to be explained? It might not necessarily be a symptom 
of peritonitis; but, on the other hand, this woman bad no fever. 
She was, apparently, in perfect health at ten o’clock in the morning, 
and before ten at night she had green vomiting without pain or dis- 
comfort of any kind. His explanation was that either some pecu- 
larity in the condition of the woman’s constitution produced the 
tendency to decomposition in the walls of the cyst, or that that 
decomposition, after having set in, produced conditions of the 
system analogous to blood-poisoning. . 


New Cephalotribe. 


Dr. ATTHILL exhibited to the Society a cephalotribe sent to him by 
Dr. James Smith, of Belfast, and read the following extracts from a 
letter which accompanied it :—‘“ The following are the chief pecu- 
liarities of the cephalotribe I send you—trst. It is longer than those 
in use, being fifteen inches, of which the blades are ten, and the 
handles five—therefore better adapted for operations at or above 
the brim. znd. It possesses a double curve similar to, but smaller 
than, Barnes’ double-curved forceps. ‘This facilitates introduction, 
and renders slipping less hkely when the head occupies a very 
anterior position above the pubes. Here the straight cephalotribe 
fails. 3rd. The instrument is much less formidable (though quite as 
efficient) than those of Hicks and Kidd, &c., and can be applied in 
the same manner, and with as great facility, as Barnes’ forceps. 4th. 
When the screw is applied to its utmost limit, the space occupied by 
the blades zs about two inches, 5th. The shoulders, in addition to 
affording greater tractile power, facilitate rotation, 6th. The fenestrae 
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yield the following advantages—1. They add to the lightness of the 
cephalotribe. 2. As compression goes on, the head bulges through, 
and enables the instrument to hold with much greater tenacity. 3. 
for the same reason, expansion is obviated (to a great extent) in 
one direction, while compression is going on in another. 7th. The 
grooves prevent slipping also, but these might perhaps be dispensed 
with, as no such result need be anticipated. Moreover, in less 
extreme cases a child might be brought away alive, ////e mutilated, 
by a grooveless tool. Of course the probabilities are that permanent 
injury, resulting in death sooner or later, would be inflicted; but if 
it should live only to survive the rite of baptism, it would be a great 
relief to the consciences of a large section of the religious commu- 
nity. I believe, however, myself in the total extinction of foetal life 
in such cases, and therefore prefer the grooves; but when we have 
occasionally to defer to the feelings of others, I think it desirable to 
mention that the use of this instrument is not a/fogether incompatible 
with the child’s life. I entertain the belief that the compressed 
head (except abnormally enlarged from hydrocephalus, &c.) can be 
drawn through any diameter which will permit the passage of the 
shoulders, and the difficulties encountered in upwards of 2000 
labours (which include all the complications and operations in mid- 
wifery except the recently-imported one of gastro-elytrotomy) have 
strengthened me in this opinion. This cephalotribe has been used 
in five cases by Professor Dill and myself with the most unvarying 
success. Inall the cases craniotomy had been performed on previous 
occasions—in some more than once. My instrument effected deli- 
very in them all without having recourse to the perforator or other 
tool. Its utility will be best illustrated by the following case :— 
Instrument and foetus shown at North of Ireland Branch Meeting 
of British Medical Association, Jan. 17th, 1879. Child weighed at 
time of birth 841bs., and was extracted from a woman on whom the 
operation of craniotomy had been twice performed (by Dr. Dill and 
others). On the last occasion the exostosis on sacral promontory 
had progressed to such an extent as to preclude the application of 
Barnes’ forceps in any diameter. My cephalotribe was applied by 
Professor Dill and myself, and delivery was accompuished with ease 
and safety, in almost as many minutes as the previous confinements 
occupied hours. I trust it will prove of some interest to the Obstet- 
rical Society, but particularly do I hope that it will prove of some 
service in the delivery of the unfortunate sufferers for whose benefits 
it is especially designed.” 

Dr. Morr MapDEN said he took especial interest in this instrument, 
as it appeared to him to bea modification of a long compressing 
forceps he had exhibited here some time ago, the chief difference 
being that Dr. Smith’s cephalotribe was somewhat shorter than his 
forceps, and the blades were grooved, In all other respects the two 
instruments appeared to him nearly identical, except that Dr. Smith’s 
instrument was previously designed to destroy Jife, whilst his was 
designed to save life, However, the resemblances between his old 
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forceps and Dr. Smith’s new cephalotribe were, he was certain, 
merely accidental coincidences, and he thought Dr. Smith deserved 
great credit for making the cephalotribe a less formidable-looking 
instrument. 

Dr. Macaw said the instrument before them was a very good illus- 
tration of the impossibility of anybody inventing a forceps or a 
cephalotribe nowadays that had not been already designed. The 
difference between Dr. Smith’s instrument and Dr. More Madden’s 
appeared to be that one was called a forceps and the other a cepha- 
lotribe. Why the same instrument should be employed for preserv- 
ing and for destroying life he was a little at a loss to see. The 
present instrument, however, appeared to be an extremely handy 
one. His objection to the one designed by Dr. Kidd was the 
straight piece at the end of it. 

Dr. Kipp said the instrument sent by Dr. Smith was the lightest he 
had seen, except that invented by Dr. Charles, of Calcutta, which it 
very closely resembled. He (Dr. Kidd) still maintained that the pelvic 
curve was a mistake, and that the transverse bars were so likewise. 
The cephalotribe was chiefly used when the narrow antero-posterior 
diameter of the pelvis rendered such instrumental means necessary. In 
such a form of pelvis the head did not lie in the same position that it 
occupied in the normal pelvis, and the instrument had to be intro- 
duced in one or other of the oblique diameters of the pelvis; and 
when the head was caught near the occipital protuberance it was 
more likely to slip out of a curved than out of a straight instrument. 
And after the head has been seized it is necessary to turn it, so that 
the compressed portion will come into the antero-posterior diameter, 
and so pass through the narrow portion of the brim. Sometimes the 
head will turn without any such assistance, but at other times it will 
not, and must be assisted to do so by the operator: and in either 
case the pelvic curve is a great disadvantage. Since he drew atten- 
tion to that point all who had written on the cephalotribe had agreed 
that the pelvic curve should be made a great deal smaller than it used 
to be. ‘The present instrument had perhaps as small a pelvic curve 
as any cephalotribe that had been brought forward, and, so far, came 
nearer to what he considered to be a perfect instrument. Still, if 
the head were seized with an instrument ever so little curved, and a 
turn were made, too much space would be occupied. With regard to 
the bars, they were injurious also. He had dissected a good many 
heads upon which cephalotribes had been used, and had never found 
one in which the base of the skull was fractured. It always turned 
so as to lie nearly flat between the blades. Dr. Kidd showed a 
number of casts of heads, illustrating the position of the base of the 
skull between the blades, and proceeded to say that many cephalo- 
tribes were made with teeth, and others with serrated ridges—the 
effect of that was, no doubt, to hold the head tighter, but it prevented 
the base of the skull from turning. The skull could not be fractured 
by such an instrument, and it would not get canted in the same way 
in which it would with a smooth instrument. The instrument ex- 
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hibited might hold more tightly than a smooth-bladed cephalotribe 
would do, but he did not think that an advantage. If there was a 
difficulty in extracting the head, instead of using force it was better to 
adopt the plan of making repeated crushings—that is, if the object could 
not be effected at once it was better to apply the instrument a second 
time, and seize the head in another direction. Pajot had done so as 
often as five or six times. He recommended that the head should 
be crushed, and that the expulsion of it should be left to Nature. 
Dr. Kidd thought that was a mistake, and that instead of converting 
the soft parts of the mother into a means of compressing the head, it 
was better to crush the head repeatedly, until they got it to be so 
moulded by that process that it could be extracted easily. He, there- 
fore, adhered to his opinion in favour of smooth straight blades. As 
to allowing the head to bulge through the fenestree, it was no advan- 
tage either. Many writers and speakers had asserted that when a 
head was compressed in one direction it expanded in another, but 
that was not the case, as the casts showed. 

Dr. M‘Ciinrock.—Dzid you use the perforator always ? 

Dr. Kripp.—I did always. I think this instrument has an advantage 
in being lighter than mine. Dr. Charles’s is a lighter one still. 

Dr. ATTHILL said it had been his misfortune to be obliged to use the 
cephalotribe on several occasions. One objection to Dr. Kidd’s 
instrument was its weight, and another was its exceedingly short 
handle, which made it difficult to manipulate. He also thought 
Dr. Kidd’s instrument more likely to slip than the one now before 
them would be. In the majority of cases that he had operated on, 
the head had been tilted very far forward ; he had always used the 
straight instrument designed by Dr. Kidd, and had found great 
difficulty in preventing it from slipping backwards towards the sacrum, 
and, in order to remedy this, had had to pull it out and re-adjust it. 
' Of course he had always succeeded in delivering with it, but still he 
had experienced that difficulty. He did not think it would occur in 
the instrument before them, which would, probably, be more easy to 
apply, and less liable to slip, besides being lighter, and affording a 
better grip for the hand. But he must say his impression was that in 
any very difficult case, with a very narrow pelvis, Dr. Kidd’s, or any 
ether straight instrument, would be the more efficient. The nbbing 
was, in his opinion, a mistake. The fenesure he thought not a 
matter of importance. He considered Dr. Smith’s a nice instrument, 
and calculated, in the majority of cases, to be more easily used than 
Dr. Kidd’s. 

Dr. M‘C.InTOCcK said that one novel point about-Dr. Smith’s instru- 
ment was that it appeared to be used without previous perforation. 
It was also said that it could beused with a hope of extracting a 
living child. If the instrument were to be used as a cephalotribe, 
they might extinguish all hope of saving the child. If it were used 
as a forceps the matter was different. He concurred with Pajot 
in regarding the cephalotribe, not as an instrument for extraction, 


but for reducing the head to such a state of pulp that a very small. 
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amount of effort would be required for its removal. Viewing it in 
that light, the transverse furrows were decidedly objectionable. He 
agreed with Dr. Kidd that the double curve was rather a mistake. 
As Dr. Kidd had said, the object was to compress the head, and bring 
the most compressed part towards the most narrow part of the 
pelvis ; but if the head was caught laterally, it was quite clear that 
the most compressed part would not coincide with the narrowest 
part of the pelvis. A necessity for turning it in the pelvic curve was 
an inconvenience, and an objection to the use of the instrument. The 
same reasoning applied to the use of the long double-curved forceps. 


Brow Presentation. 


Dr. Kipp said he desired to say a word on the cast now before 
them. Brow presentation is very rare, and when it occurred in a 
narrow pelvis the complication was very unpleasant. The cast 
represented the child of a third pregnancy. In the mother’s first 
labour she was delivered with a crotchet. There was some doubt as 
to how her second labour resulted. She stated that she was in the 
Richmond Lunatic Asylum for some time, and that she was delivered 
of a living child there ; but her friends seemed to be not quite certain 
as to the facts. If it were a living child it must have been premature. 
She stated that it died a short time after its birth. When I saw her 
the head was entering the brim. Dr. Roe had seen her previously, 
and made out that it was a brow presentation. The nose, eyes, and 
even mouth could be felt. They tried to push up the brow and con- 
vert it into a vertex presentation, but failed. Dr. Roe tried the 
straight forceps, but it did not succeed—not from slipping, but 
because the head would not come through. He (Dr. Kidd) tried - 
Barnes’ forceps, and used as much pressure as he thought was at all 
justifiable, especially as he thought the antero-posterior diameter of 
the pelvis was under three and a quarter inches. The head was pretty 
well engaged in the pelvis, the membranes had ruptured two days 
before, and the uterus was pretty well moulded to the child, and to 
turn it would have been attended with a great deal of danger. She 
had one formidable symptom, which was that the colon stood out 
along the right side of the uterus, and was very tympanitic. He had 
often seen that symptom in prolonged cases of labour, and had known 
it to be followed by bad results. It was probably an indication of 
commencing peritonitis, and of paralysis of the muscular fibre of the 
intestines ; and it was a symptom that made him very unwilling to 
subject the patient to any violence that could be avoided. He per- 
forated the head at the frontal bone, and then applied the cephalo- 
tribe. One blade of it lay on the face, the point entering the mouth, 
and the other caught well down on the occiput. After the head had 
been compressed and the cerebral matter had poured out, he 
attempted to deliver, but the child did not come. He then turned 
the instrument, and it went round with a jerk; and as soon as he 
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had turned the compressed portion of the head into the narrow 
portion of the pelvis, it came out as easily as a glove off the hand, 
and he had no further difficulty in the case. The woman recovered 
without a bad symptom. 

The Society then adjourned. 





@bstetiic Summary, 


The Influence of the Brain and Spinal Cord on Uterine Contractions. 


In an inaugural dissertation, Dr. Hauch, of Halle, gives the result 
of experiments on animals in reference to the innervation of the 
uterus. The animals used were rabbits, mice, and a cat. The 
author finds that disturbances in the circulation give rise to spas- 
modic contractions of the uterus only when they are so extreme as 
to give rise to complete anzemia of that organ. Superficial electrical 
excitation of the cerebral convolutions causes no uterine movement. 
If the needles are inserted deeply, occasional contractions are pro- 
duced ; but these the author attributes to the escape of some portion 
of the current to the cerebellum. Excitation of the cerebellum or 
medulla oblongata evokes contractions of the uterus. If the spinal 
cord be divided at the upper border of the first lumbar vertebra, 
excitation of the cord both above and below the section produces 
uterine contraction. In the first of these cases, therefore, the 
impulse must be transmitted quite independently of the sacral nerves. 
Excitation of the proximal cut surface produces no certain result. 
| Excitation of the vagus has no effect upon the uterus. Local 
excitation of the uterus, while its nerve supply is intact, calls forth 
general contractions of that organ, and the effect remains equally 
strong if the sympathetic alone, or the sacral nerves alone, are 
divided. If, however, both the sympathetic and the sacral nerves are 
divided, excitation of the cord has no effect upon the uterus, and 
excitation of the uterus itself calls forth only local muscular move- 
ments, and no general contraction. The author concludes that the 
nerve centres which regulate the uterine contractions are situated in 
the cerebellum, the medulla oblongata, and the lumbar portions of the 
spinal cord, and that the impulses from the two former centres descend 


through the spinal cord to the lumbar region, and pass through the 


rami communicantes of the lumbar sympathetic.—Centrulblat fir 
Gynakologie, 1879, No. 14. 
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Opnecie Summary. 


Lixtirpation of Cancerous Uterus. 


In the Archiv fiir Gyndkologie, B. xiv. H. 3, Dr. R. Bruntzel re- 
lates six cases of this operation performed in the hospital at Breslau. 

The first case was one of polypoid sarcoma in the neck of the 
-uterus in an unmarried girl, aged eighteen. The operation was 
performed on May tro, 1878, by Freund, with the assistance of 
Spiegelberg. Carbolic spray was not used. The intestines had to 
be drawn out of the peritoneal cavity. ‘The sigmoid flexure was 
adherent to the uterus, and showed sarcomatous infiltration at its 
point of adhesion. The uterus was also adherent to the bladder. 
The ovaries were not removed, as they were involved in adhesions. 
The operation lasted two and a quarter hours. Signs of septic 
infection and peritonitis quickly appeared, and the patient died in 
fifty-three hours. A small perforation, admitting the point of a sound, 
was found in the sigmoid flexure. 

The second case was one of carcinoma of the cervix in a woman, 
aged forty-seven, the mother of three children, the youngest twenty 
years old. For two months menstruation, previously scanty, had 
become very profuse, and in the intervals there was a discharge, 
occasionally tinged with blood. She had frequently lancinating pains 
in the hypogastrium and back. At her admission on June 28, 
1878, the uterus was found slightly enlarged, quite freely movable, 
the os converted into a hard irregular ring. No induration outside 
the cervix could be detected. 

The operation was performed on July 14th, by Spiegelberg with the 
assistance of Freund, Bruntzel, and others. It was found possible to 
keep the intestines in the upper part of the abdomen, abdominal 
walls being rather thin and lax. The uterine surface was roughened 
by lymph. Bleeding took place on separation of the right broad liga- 
ment, notwithstanding the loops of ligature, and several vessels had 
to be tied separately. In separating the uterus on the right side, the 
lowest loop of ligature was cut, and considerable arterial bleeding 
followed, but was arrested by ligatures. In order to close more 
completely the wound in the peritoneum, the ovaries were stitched 
into its angles, the left ovary being as large as a small apple, and 
having some small cysts on its surface, which were previously punc- 
tured, The operation lasted two and a half hours. The patient did 
well after the operation, although she suffered from vomiting, and 
slight suppuration occurred in the lower angle of the wound. On 
Oct. 25, however, a hard knot was felt to the left of the vaginal 
cicatrix, and by January 9, 1879, the cancer had recurred to 

such an extent that the anterior and left walls of the vagina were 
depressed by a number of hard knotty swellings. 
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The third case was one of papillary carcinoma of the cervix, in a 
woman aged forty-one. She had had one child eighteen years before, 
and one miscarriage in the second month, abouta year later. For 
six months menstruation had been becoming more frequent and pro- 
fuse, and for-two months there had been almost constant metrorrhagia, 
accompanied by offensive discharge. At her admission, on July 8, 
1878, she was emaciated and anemic. ‘The cervix was converted ~ 
into a large mushroom-shaped, papillary mass. The growth came 
quite close to, but did not absolutely reach, the vaginal insertion. 
The body of the uterus was movable, but there was some thickening 
in the position of the right ovary. 

The operation was performed by Spiegelberg, on July 24. On 
account of the rigidity of the abdominal muscles, it was necessary 
to extend the incision a hand’s breadth above the umbilicus. The 
uterus was found roughened by lymph. It was found necessary to draw 
the intestines out of the abdominal cavity. An infiltration was found 
in the left vaginal cu/-de-sac, which prevented the uterus from being 
drawn upward, and so rendered the placing of the ligatures very 
difficult. Very profuse hzemorrhage took place on dividing the 
broad ligaments, notwithstanding the ligatures, and had to be 
arrested by separate ligatures. ‘The posterior wall of the bladder 
was wounded in separating it, but was closed by a suture. The left 
ovary was removed, the right was stitched into the night angle of the 
wound. ‘The operation lasted two and a quarter hours. The patient 
never revived from the shock of the operation, and died in twenty- 
four hours. A small quantity of bloody fluid was found in the pelvis, 
the peritoneum was injected, and there was a defect in the posterior 
wall of the bladder, opening into the vagina. 

The fourth case was one of papillary carcinoma of the anterior lip 
of the cervix, ina woman aged fifty-one. She had had one child thirty 
years before, and an abortion in the second month, eight years before. ~ 
Since Christmas, 1877, she had suffered from pains in the hypogas- — 
trium and back, and discharge. Heemorrhage recurred almost every 
fortnight. The vagina was filled by a cauliflower-like growth from the — 
anterior lip of the os, but there was a free zone of mucous membrane 
separating it from the vaginal insertion. On June roth, the growth 
was removed by écraseur, and no sign of malignant growth could be 
discovered by the naked eye or microscope in the cut surface. On 
August rst, the patient retarned, a sanguineous semi-purulent dis- 
charge having recurred for some days. Recurrence of the growth 
was found on the posterior border of the stump, infiltration reaching 
the cervical canal. Thickening was felt in Douglas’s fossa, and a 
knotty induration in the right cw/ de sac. An exploratory abdominal 
incision was made on August 5th, by Spiegelberg, with the assistance 
of Freund, Bruntzel, and others, but extensions of cancer being found 
around the uterus, no attempt was made to extirpate it. Little dis- 
turbance followed the operation. 

The fifth case was one of carcinoma of the cervix, in a woman aged 
forty-one, the mother of six children. She had suffered for six 
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months almost continual metrorrhagia, accompanied by pain in the 
hypogastrium, but was not emaciated, although anemic. The uterus 
was enlarged, reaching two finger-breadths above the pubes. The 
cervix was short, with an old laceration on the right side, and in this 
situation were prominent carcinomatous masses. The outer part of 
cervix and the vagina were free, except a small indurated spot in the 
vaginal vault. The operation was performed by Spiegelberg, on 
October 25, 1878. One large coil of jejunum had to be drawn 
out of the abdomen. After separation of the uterus from the bladder, 
as the operator was attempting to draw up the cervix by the fingers 
passed down through the aperture, the body of the uterus broke off 
from the cervix, about the situation of the internal os. At this time 
sudden collapse came on, the pulse could no longer be felt, and it 
became necessary to remove the chloroform and inject ether. The 
cervix was hastily excised, and it then appeared that cancerous 
infiltration extended to a considerable distance on the right side ot 
the cervix. The ovaries, which were unaltered, were removed, and 
the pedicles tied. The operation lasted two and a quarter hours. 
The patient never revived from the collapse, and died thirteen hours 
after the operation. At the autopsy, emphysema of the lungs 
and fatty degeneration of the heart were found. The deep inguinal 
glands in the right side were all enlarged by carcinomatous deposit. 
The sixth case was one of carcinoma of the cervix, in a woman 
aged forty. She had had four children, and one abortion, the last 
delivery being in February, 1874. For three months she had suffered 
from constant metrorrhagia ; she was much emaciated, and suffered 
severe pain. The anterior lip of the cervix and the cervical canal 
were infiltrated with cancer, the vagina free. ‘The operation was 
performed by Spiegelberg on November 28, 1878. A great portion 
of the intestines had to be drawn out of the abdomen. The uterus 
was fixed backwards by adhesions, but could be drawn up after their 
separation. ‘The ovaries were removed and the pedicles tied. The 
lowest loops of ligatures were passed, not by Freund’s needle, but by 
the method proposed by Kochs, after previous separation of the 
uterus anteriorly and posteriorly. Profuse bleeding took place on 


separation of the broad ligaments, and many arterial branches had to 


be tied. A piece of cancerous tissue which remained attached in the 
anterior vaginal ci/-de-sac was afterwards tied and separated. ‘The 
Operation lasted two hours. From the time of the operation there 
was complete suppression of urine. The patient, however, lived 
four and a half days, and there was no trace either of ureemic symp- 


toms or of cedema. Both ureters were found to be included in 
the loops of ligature. The ureters above and the pelves of the 


kidneys were dilated, the kidneys showed recent inflammation, there 


Was hypereemia and cedema of the lungs, and the peritoneal cavity 


| 





contained offensive purulent fluid. 


The carbolic spray was not used at any of the operations, for fear 
that it might increase the shock necessarily incurred in an operation 
of such long duration. ‘The author considers that the occurrence of 
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the accident of tying the ureters, in the last operation, is a fatal 
objection to Kochs’ method of passing the lowest loop of ligature. 
He proposes, however, in future, since the ligatures ez masse prove 
insecure against bleeding, to cut the base of the broad ligaments 
gradually from above, after placing the two upper loops, and secure 
each vessel as it is divided. In conclusion, the author is of opinion 
that Freund’s operation can Only prove palliative, and not curative, 
and that its legitimate application will be confined to quite excep- 
tional cases. “és 

Another fatal case of extirpation of the cancerous uterus is reported 
by Dr. Fritsch (Centralbl. fiir Gyndkologie, 1869, No. 17). The 
patient was a nullipara, aged 62. ‘The menopause had occurred at 
the age of 41. A year previously the patient had sought for relief on 
account of a sanguineous discharge. ‘The author found a soft papil- — 
lary mass, readily bleeding, but only as large as a pea, on the anterior 
lip of the cervix. On account of its suspicious character, he slit up the 
cervix bilaterally, and amputated the anterior ip. ‘The microscope 
showed the presence of cancer, and that, at the upper angle of the 
excised portion, the section passed through mucous membrane which 
had undergone carcinomatous degeneration. The patient, considering 
herself well after this operation, went away, and the author could not — 
get the opportunity of seeing her again. Only after an interval of 
nine months did sanguineous discharge recommence, and she then re- 
appeared. The author then found a nodular and friable mass of car- 
cinoma projecting from the os, and surrounding it on every side. 
The outer portion of the vaginal portion was entirely free, the uterus 
freely movable, and the cellular tissue round it unaffected. 

The operation was performed on July 15. It proved necessary to 
draw the intestines outside the abdomen, as might be expected in a 
nullipara. ‘To cover them, a large sheet of carbolic gauze, dipped in 
warm 2 per cent. carbolic solution was used. ‘Two loops of ligature were — 
placed on the broad ligament at each side, the first loop being carried — 
as low as possible, and the second entering the vagina. The right 
ovary was removed ; the left, which was firmly adherent to a coil of © 
intestine, was left. After removal of the uterus, the author de- 
parted from the method of Freund, objecting to the long time occu-— 
pied in placing the peritoneal sutures. Instead of using these, he 
turned the patient with her feet toward the light, and, introducing a 
Sim’s speculum, sewed up the vagina from left to right, as recom- 
mended by Crédé. He failed, however, to produce an inversion of 
the vagina. He now regrets greatly that he did not adopt Freund’s ~ 
method in full, believing that the suture of the vagina interferes with — 
the necessary drainage. On the 28th, the patient was attacked by 
vomiting and other symptoms resembling ileus. On the 2gth, the 
abdominal wound was opened without finding any source of obstruc- _ 
tion, and the patient died about five hours later. At the autopsy no — 
absolute obstruction was found, but an angular bend, which the author ~ 
considers was the cause of ileus. In conclusion, the author expresses 
the opinion that it will be impossible to keep up a perfect antisepsis — 
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in the vagina, except by the method of continual irrigation. In 
future cases he intends to carry this out for the first three or four 
days by means of a tube passed up to the vaginal wound. 


Instrument for Intra- Uterine Medication. 


Dr. Ernst Braun recommends a new instrument for making intra- 
uterine applications, after the fashion of Playfair’s probe. It consists 
of a handle of vulcanite, into which can be screwed terminals of 
glass, roughened towards the ends, so that the cotton wool can be 
wrapped securely round them. The advantages claimed for the 
instrument are—the perfection with which it resists chemical agents, 
and the ease with which the glass can be cleaned. Each handle 
may also be provided with several terminals, so that, in a numerously- 
attended out-patient’s room, there may always be one clean and 
ready for use.—Centralblatt fiir Gyntkologie, May 10, 1879. 


The Causation of Sterility. 


Dr. Levy, of Munich, gives the results of microscopic examina- 
tions as to the condition of the spermatozoa at different intervals 
after coitus, in the case of sixty women who were under treatment 
for sterility. In fifty-seven out of the sixty, catarrh of the uterus 
was present. In all these cases only a small number of spermatozoa 
could be detected within the uterus, and they had all become 
motionless at the interval of, at the outside, five hours after coitus. 
In healthy women, on the other hand, the author found that the 

movements of the spermatozoa within the uterus continued for at 
least twenty-six hours. Thus the important effect of an altered 
character of the uterine secretion, in its destructive influence upon 
the spermatozoa, is demonstrated. The author believes that when 
the secretion is healthy the spermatozoa can make their way into 
the uterus in spite of flexions or stenosis. He draws the inference 
with respect to the use of tents or mechanical dilators for the cure 
of sterility, that, since these measures are liable to set up uterine 
catarrh, anti-catarrhal remedies must afterwards be used if the 
dilatation is to have any effect in promoting conception — Bair. 
Arztl. Intell. Blatt, 1879, Nos. 1 and 2. 


An Aid to the Diagnosis of Large Ovarian Tumours. 


Dr. Schultze, of Jena, describes a method of manipulation which 
he thinks will be of advantage, in additiun to those generally 
described, in the diagnosis of ovarian tumours, and more especially 

_ in discovering the nature of their attachment, and to determining 
_ the possibility of extirpating them. He first expresses his approval 
for the manceuvre recommended by Hegar—namely, that the cervix 
_ should be seized by a tenaculum and drawn down by an assistant, 
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thus putting the pedicle of the tumour on the stretch while the 
bimanual examination is carried out by two fingers of one hand in 
the rectum and the other hand externally. For the author’s special 
method of exploration the patient is to be placed in the dorsal posi- 
tion on a table, with her hips close to the end, and to be brought 
under deep anzesthesia. The rectum is then to be explored by two 
fingers, while an assistant, standing at the other side, grasps the © 
tumour with both hands, and alternately draws it upwards and 
presses it downwards, causing it to glide, if possible, beneath the 
abdominal walls. The pedicle or attachment to the uterus is thus 
alternately put on the stretch, and released to the greatest degree, so 
that the fingers in the rectum can distinguish it with the greatest ease 
from any other source of resistance to pressure against the rectal walls. 
‘The author considers that the introduction of the half or whole hand © 
into the rectum stretches its walls so much as to render more difficult 
the appreciation of any resistance felt through them.—Ceztralblatt 
fiir Gyndkologie, No. 6, 1879. 
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CHRONIC INVERSION OF THE UTERUS. 


By Henry Gervis, M.D., F.R.C.P. 
Obstetric Physician and Lecturer on Obstetric Medicine to St. Thomas’s Hospital. 


I AM desirous of placing upon record the particulars of a case 
of chronic inversion of the uterus in which reposition was 
accomplished by Dr. Aveling’s instrument after other 
methods had been unsuccessfully tried. 

S.A. P., et. twenty-two, married, was admitted into Adelaide 
ward October 30th, 1878. She had had one child fourteen 
months previously, and before her confinement had enjoyed 
good health. She was attended in her labour by a midwife. 
The labour was a short one, lasting only two hours, and the 
birth of the child was followed at once by the expulsion of 
the placenta. The child was large and well-formed. Nine 
hours after the birth she had a sudden gush of blood from 
the vagina, and a doctor was sent for. He gave her some 
medicine, but made no examination. The hemorrhage 
stopped, however, for some ten hours, then recurred, and has 
continued, with scarcely a day’s intermission, ever since. She 
got up three weeks after labour, but did not suckle her child, 
and had a mammary abscess in the left breast. She had at 
times various medical treatment for the metrorrhagia, but 
not until eight months after her confinement was any exami- 
nation made. A medical man then, after vaginal examina- 
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tion, told her that there was a displacement of the womb, 
and introduced a pessary, which she wore for six weeks, but 
it gave her much pain, and the hemorrhage continued. At 
the end of six weeks the pessary came out, and she would 
not submit to its being replaced. For three months she 


continued without further medical treatment; the hzmor- _ 


rhage some times better, sometimes worse ; at the end of that — 


time, however, a severe loss induced her again to send for a 
medical man, who on examination told her that some opera- 
tion would be necessary, and advised her as soon as prac- 
ticable to come to London for treatment. State on admis- 
sion :—She is extremely anemic, both the cutaneous and 
mucous surfaces being very pale. She has not, however, 
lost flesh to any marked extent ; and for the last three weeks, 
during which the loss of blood has been somewhat less than 
previously, she has gained a little strength. She complains 
of no pain, and has had none during her illness, except while 
wearing the pessary. On examining the lower abdomen it 
is found soft and flat, and on deep pressure above the pubes 
the fundus uteri cannot be made out. On examination per 
vaginam, a pyriform body is discovered high up in a central 
position and with its smaller end encircled by the rim of the 
os uteri, through which it appears to protrude. It is smooth, 
firm, and tender to the touch, and about the size of a hen’s egg. 
Posteriorly between it and the rim of the os the point of the 
finger can be introduced about a third of an inch ; anteriorly 
and laterally the groove is much shallower and tighter— 
indeed, anteriorly the os can scarcely be made out. At no 
point, except for this short distance posteriorly, can the 
sound be made to enter any uterine cavity. Examination 


with the speculum shows a globular body, protruding. from — 


the os uteri, bathed in blood. Its surface consists of per- 
fectly smooth mucous membrane, from every part of which 
blood is freely oozing. When sponged dry, the blood starts 


again from numberless minute points, studded as thickly as — 


possible over the surface. The colour of the sponged sur- 
face is pale pink. On either side of the presenting end of 
the tumour is a small opening corresponding in position and 


character with the opening of a Fallopian tube. Passing 
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a sound into the bladder with its point backwards, and a 
finger into the rectum, they meet above this tumour without 
any uterus intervening. The diagnosis appears, therefore, 
complete that the case is one of chronic inversion of the 
uterus, dating probably from the period of her confinement. 
The flow of blood since has been so constant that she has 
not recognised the occurrence of any menstrual period. It 
was decided to make an attempt at reduction by taxis, and 
on November 4th she was placed under chloroform with this 
object. After emptying the bladder, I introduced my left 
hand into the vagina, making counter-pressure with the 
right over the hypogastric region, and for about fifteen 
minutes, with an interruption due to the occurrence of sickness, 
made gentle but steady efforts to reinvert the uterus, both 
by manipulation of the fundus and of the upper part of the 
tumour. To acertain extent this was successful, for after 
continuing the effort as long as I thought safe for the tissues, 
we found that partial reinversion of the uterus had occurred, 
and that a cervical canal now existed all round to the depth 
of rather more than an inch. A plug of cotton wool soaked in 
tincture of matico was applied to the fundus to check the 
bleeding, and pressure further maintained upon it by an air 
pessary in the vagina. On the following day this was 
removed, and a similar plug introduced, and pressure con- 
tinued by a soft globular air pessary kept in position by a 
cupped stem pessary. 

It is worthy of note that from this time to the termination 
of the case there was no further haemorrhage whatever. On 
the third day after the attempt at reduction, some pelvi- 
peritonitis set in, not much, but forbidding any continuance 
of the vaginal pressure. In about ten days, however, either 
through extension of this attack, or, as was thought possible, 
by fresh infection from an acute septic case which occurred 
in the adjacent bed, she became seriously ill, with a high 
temperature, constant sickness, and symptoms of severe 
pelvic inflammation. For the remainder of the month she 
was in much peril, and, indeed, until the beginning of January 
she was not in a fit condition for the renewal of any attempt 


-at reduction. On January 2nd, on examination, there was 
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found to be no tenderness or fulness in the lower abdomen, 
and internally the inverted uterus was easily movable and 
free from tenderness, and the pelvic tissues generally free 
from tenderness or swelling. The uterus had never lost the 
amount of reinversion attained by the operation of November 
4th. She was taking food well, and as medicine some 
dialysed iron. On January oth a second attempt at reposi- — 
tion was therefore made, and on this occasion by means of 
sustained pressure through the medium of a boxwood cup 
and straight stem. The cup, which was circular, about 1} in. 
in diameter and 4in. in depth, was adapted to the fundus, 
and from the extremity of the stem, which projected well 
beyond the vulva, four strips of elastic webbing passed, two 
in front over the pubes, and two behind over the sacrum, 
diverging in either case to be attached to a band fastened 
round the waist. She bore this, with fair comfort, for forty- 
eight hours, when she began to be sick, and the vaginal 
discharge being very offensive, the instrument was removed, 
and the vagina irrigated with Condy’s fluid and warm water. 
A decided impression had been made upon the fundus, which 
had still further retreated within the cervix. On the 13th the 
cup was reintroduced and worn until the 15th, when a re- 
currence of pain, sickness, and discharge, again necessitated 
its removal, and it was found that the fundus occupied much 
the same position as after the removal of the cup on the 
11th. During the following month six different attempts 
were made at intervals with different cups, but although 
more or less impression was made by all of them on the 
fundus, all failed to secure complete reposition of the organ, 
and a further attack of peritonitis obliged us at last for a 
time again to desist from further efforts. From this she 
slowly recovered, but it was complicated with the formation 
of an abscess in the right broad ligament. On the 26th of 
March she began to menstruate for the first time for five 
months, the discharge continuing for two days. At its 
conclusion, her condition both locally and generally being 
good, it was desired to make a further attempt at restoration 
of the uterus with Dr. Aveling’s double-curved repositor. 

On March 31st it was introduced at 3°15 P.M. the middle- 
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sized cup being used. At 4 P.M. she had an injection of 
morphia, $gr., which was repeated at 12 P.M., there being 
complaint of pain. April 1—She was quite comfortable 
during the night, but had very little sleep. There was some 
tenderness on pressure over the right lower abdomen, but no 
pain except on moving, and then but slight. All four strings 
were tightened without causing any increase of pain. 
April 2, 11 A.M.—She slept well during the night, without 
any injection, abdomen still slightly tender. The strings 
were again tightened up without causing additional pain, but 
during the rest of the day she had more discomfort than on 
the previous day, and in the evening, at 7 P.M. she had a 
rigor lasting twenty minutes, and her temperature rose to 
103'4°. All the strings were loosened, but a considerable 
amount of pressure still maintained. On loosening one of 
those in front, she and the resident accoucheur Qc. Hi Wi 
Smith, M.B.) both “felt something give way,” and she ex- 
perienced immediate relief. 11°30 P.M.—She was sweating 
profusely, but expressed herself as feeling comfortable ; 
fe £030. P, 120. * Mr: Smith proposed at this. time-to re- 
move the repositor, but at her request it was allowed to 
remain until the morrow, and she had an injection of mor- 
phia, 4 gr. April 3.—She had a comfortable night, but 
without sleep. There was no increase of abdominal pain or 
tenderness, and the temperature had fallen to 100°8°. There 
had been no action of the bowels since the 31st. There was 
some vaginal discharge, but it was not offensive. At 2 P.M. 
the Resident made an internal examination and found the 
cup quite inside the body of the uterus, the cervix tightly 
grasping the metal stem ; he made an attempt at its removal 
both with. and without chloroform, but although he was able 
to dilate the os freely, the suction power with which the in- 
strument was retained was so great that he was unable at 
that time to succeed. -At 5°30 P.M. I saw her, and found 
the os as described enclosing the stem, but flaccid and dilat- 
able. She was put under chloroform, as she dreaded any 
further interference, and without difficulty at this time by 
tilting the cup it was removed, and the uterus found com- 
pletely reinverted. To prevent any risk of a recurrence of 
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the inversion after washing out the uterus with Condy’s fluid 
and water, it was also washed out with a weak solution of 
the perchloride of iron. Nota single unfavourable symptom 
followed ; she made a speedy recovery, and on the 18th left 
for the country, her uterus in length, direction, and position, 
being perfectly normal. 


ON THE TREATMENT OF THE PEDICIV =. 
OVARIOTOMY. 


By Heywoop Situ, M.A., M.D. Oxon. 
Physician to the Hospital for Women, and to the British Lying-in Hospital. 


IN an operation such as ovariotomy, which has for its object 


the radical cure of a disease otherwise fatal, and which, if | 


unsuccessful, necessarily shortens the patient’s life, no step 
can be called unimportant ; and it is incumbent on the 
operator to give his patient the benefit of the greatest expe- 
rience in every minute detail; yet it will be conceded that 
the treatment of the pedicle is by no means the least im- 
portant step in the operation, and that upon the method 
employed much of the successful result or otherwise of the 
operation depends. 

The results obtainable by induction from the reported 
cases of the past seventy years ought to furnish us with data 
sufficiently reliable to be a guide to future operators; yet 
until ovariotomists can agree upon an uniform method of 
tabulating their cases and results, statistics must only give us 
fallacious information. 

Some operators lump their cases iota and give the 


ageregate result of each method of securing the pedicle 


without regard to the nature of the case as to malignancy, 
pyrexia, or adhesions, and so vitiate their statistics as regards 
the probable prognosis of any case with any given method. 
Another source of error lies in the fact that each operator 
presumably gains in experience, and if he has used any par- 
ticular method of dealing with the pedicle in his former 
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cases, and takes up another method in his latter cases, the 
results become incomparable. 

But by far the most fruitful source of error is the tendency 
to omit all record of the character of the pedicle to be dealt 
with : for it stands to reason that itis in the most favourable 
class of cases that the clamp can be used—ze., when the 
pedicle is of fair length, and is not bound down by any ad- 
hesions; whereas in those cases presenting more difficulty, as, 
e.g., when the pedicle is short and thick, or when both ovaries 
have to be removed, the operator is prevented as a rule from 
using the clamp, and must have recourse to the ligature or 
cautery. 

Again, if there exist extensive adhesions necessitating the 
use of several ligatures or the cautery, the unsuccessful use 
of the clamp does not obviate the possibility of the result 
being partly due to the ligatures, nor, on the other hand, 
does the additional ligature of the pedicle add materially to 
the risk, if any, from the presence of the other ligatures. 

The only scientific way, or, indeed, the only fair way, of 
reporting cases, so as to arrive at a conclusion that will be 
of any use, is first of all to exclude from our calculation 
every case whose prognosis is unfavourable—viz., cases where 
the tumour is suspected or found to be malignant, and cases 
where the operation is undertaken as a last chance for the 
patient’s life ; when, for instance, there already exists peri- 
tonitis, or a suppurating or ruptured cyst, or where the 
patient’s health is otherwise in a condition that would make 
any operation more than usually hazardous. 

Then in the classification of the cases that remain, which 
I would call ordinary cases, cases with extensive adhesions, 
slight adhesions, and those with no adhesions, should be 
placed severally in different classes ; and then in each of 
these classes accurate records should be taken, even to the 
arrangement into sub-classes of cases where (1) the pedicle 
is of fair average length and free, or where (2) it is short 
and thick, regard also being had as to whether other cir- 
cumstances in the case allow of the operator having a free 
choice of the methods of securing the pedicle, or whether 
from some cause or other he is partly or wholly influenced 
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otherwise than by bias, in his choice of the plan of pro- 
cedure, 

All cases, moreover, of the removal of both ovaries should 
be placed in a class by themselves. 

It will be evident from the foregoing remarks that the 
quantity of our material being thus divided and sub-divided, 
the number of instances in each class is considerably reduced, 
and the value of inductive reasoning becomes thereby 
seriously impaired, if not altogether lost. 

In order to elucidate the subject I will (1) briefly state 
the various methods that have been from time to time 
recommended for the treatment of the pedicle ; (2) state some 
of the advantages and disadvantages of the several methods ; 
(3) give some statistics bearing on the subject ; and (4) sum 
up the conclusions that seem to be deducible therefrom. 

1. For a list of the various methods suggested I am 
indebted to a Paper on the subject by Dr. Lloyd Roberts in 
1871. The first recorded ovariotomy was by MacDowell, 
December, 180Q9—pedicle secured by a ligature hanging out 
of the wound ; next operator, Nathan Smith, July, 1821— 
leather ligature; David Rogers, of New York—ligature 
returned ; Edward Martin, of Jena—ligature included in the 
wound; Clay—ligature within; Dr. Protheroe Smith, 1842— 
ligature within; E. W. Duffin, 1850+—extra-abdominal 
method ; Erichsen, 185 3—ligature outside wound with hare- 
lip pins; Atlee, of Philadelphia, 185 7—ecraseur ; Jonathan 
Hutchinson—clamp; Simpson, 1860—acupressure; Koberlé, 
1865—clamp and serre-nceud ; Baker Brown, 1864, various 
—clamp, ligature, but specially recommended the cautery ; 
Spencer Wells, 1857, various—extra-peritoneal ligature, 
intra-peritoneal ligature, catgut, actual cautery, and specially 
the clamp ; Storrer and Maslowsky—seroso-plastique method, 
dissecting off the peritoneum, and making a smooth end; 
Beebe, of Chicago—torsion of each vessel ; Muier——enuclea- 
tion ; Graily Hewitt—shoe- buckle clamp ; McLeod—torsion 
of whole pedicle ; Marion Sims—silver wire; Tatum—silver 
wire; Meadows, various—clamp, cautery, and ligature, prefers 
the latter; myself, various—clamp, actual cautery, and 
ligature, prefer the intra-peritoneal method ; Keith—clamp 
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and cautery, prefers the latter; Thornton, various—prefers 
the ligature. 

Bantock has sent me some valuable notes. He prefers 
the ligature, and has seen no ill effects from it; but his 
experience of the cautery also has been good, and he con- 
siders it should have a fairer trial. 

I may here mention the experience of my brother-in-law, 
Mr. James L. A. Hope, in spaying cattle in Australia. He 
has operated upon about 2000 head of cattle, of which 10 
per cent. were pregnant; the deaths were 3 per cent. The 
method used was to twist the ovaries and cut them off, using 
no ligature ; the peritoneum was not closed. The treatment 
consisted in withholding water for thirty-six hours—if the 
cattle drank they died—the wound was dressed with tar, 
and the lower inch left open for drainage. 

2. The advantages and disadvantages of the various 
methods may be thus briefly summarized. Of the ligatures, 
many slip from retraction of the tissues; hemp holds well 
as it swells, but the latter experience of strong silk china 
twist leaves nothing to be desired. The results of torsion 
are good. The cautery in the hands of some operators is 
pre-eminently successful ; in some cases, however, bleeding 
recurs, either at once necessitating a ligature, or subsequently 
giving rise to internal hemorrhage ; the ecraseur is not in 
favour, owing to the time required for the severance of the 
pedicle. The clamp has the advantage of keeping the dead 
stump outside the peritoneal cavity, and the disadvantage of 
in some cases dragging upon the uterus, strangulation of 
intestines, and patency of the oviduct. In one case in which 
I used the clamp, in 1870, the patient loses a drop or two 
of blood at each menstrual epoch. 

3. I will now give some statistics of a few operations as 
examples, regretting much that for the guidance of the pro- 
fession I have not had the opportunity of making the list 
larger and so more useful, but it would tend very much to 
the perfection of the operation if a record could be drawn 
up as complete as possible of cases divided according to the 
various circumstances that determined the use of any parti- 
cular method. 
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BAKER BROWN. 


CLASS I.—Extensive adhesions. 


Extra-peritoneal method. Per cent. 
Ligature,. QO eases i. -s ReGovetics | 33.8 
Clamp, 22 ” Fiasd Me ” 59° 


Intra-peritoneal. 


Ligature, 3 cases. ee 66'°6 
Canateiyy; tp Wael epee s oi: 
CLASs II.—Slight adhesions. 
Extra-peritoneal. 
Ligature, 3 cases ; » 33:5, 
Clamp, Io “ ° . ” 60° 
Intra-peritoneal. 
Cautery, 8 cases. . i 74; 
CLASS III.—No adhesions. 
Extra-peritoneal. 
Lacatare A eases) ah & - 75° 
Clamp, 17 ” She Aas ” 76°4 
Intra-peritoneal. 
Ligature, 2 cases none 
Cantey, 16 Sasi ee & "» (all) tog 
Total. 
Extra-peritoneal. 
Lipature, 16 cases... $ 56" 
Clamp, 440, eae Y 65°3 
Intra-peritoneal. 
Ligature,.§: Cases. An. & es 40° 
Cautery, 40 _,, ¥» 87°5 


Giving to the cautery the best net: 


THOMAS KEITH. 


Of first 50 cases (Lancet, Sept. 7, 1867): . 
47 casés, clamp ... «7 <Jecoveries omer 
Of 216 cases (Lancet, April 15,1876); 
50 cases, cautery. . . Recoveries: age 
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SPENCER WELLS, pee 
Clamp, 340 cases. 24. Recoveries 74°91 
icature,5 7° =, arte ss 50°88 
Cautery, 10, teas > oye 

Of 900 cases: 
Clamp, 627 cases 4. _ 79°27 
Hieatuce, 15,7 ~.,, fe) - 61°38 
Of the last 100 cases (1878) : 
Glamp, 46 cases .-. . : 85°42 
Perattine, BO. a ps " 80°77 


From this Table we see that, although Mr. Spencer Wells 
prefers the clamp, yet his results have been the best with the 
cautery. 

Of my own cases I have excluded those I call extra- 
ordinary—z.., where there existed undoubted malignancy, 
or when the operation was partly compulsory from sup- 
puration or peritonitis before the operation. 


G@leases clap . »-. -. « Recoveries 75 per cent. 
Se eautery 3 ark ss 60 F 
os 5 —ligature aneindine one 

omental pedicle, and 

one of both ovaries 

when one was Cau- 

FermiZeeyrt 6 “se. Ar 60° 


My last 12 cases (1878): 


Treatment various .° . . 75 55 


J. KNOWSLEY THORNTON. 


First 25 cases: Per cent. 
Clamp, 6 cases. x, . _ Ikecoveties: 50° 
Eneature, 14. <, . 35°72 

6 of the ligature cases, ones ovaries ,, 8 3°3 


Second 25 cases: 
ligature 24. Cases. es. Pe G47 
6 or poth owdries j) 2. o. . ee 
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Third 25 cases: Per cent, 
Ligature, 25 cases. vin CANCCOVEtICS - 2: 
Of both ovaries, 8 cases . . %, 100° 


Total—75 cases: 
Methods-various . . °. S, 85°3 


Thornton’s result with the ligature equals Keith’s with the 
cautery. 


G. GRANVILLE BANTOCK. Per sceur 
3 cases, clamp... .. . .., Recoveries. 006 
IL CASCy CAMLCTYV cans 6 ae os BS 1L@O" 
7 Gases, ligature: .- =. 53 82°35 


From the above statistics of only six operators several 
points seem worthy of note :— 

1. That the classification of cases gives: more real infor- 
mation for the guide of future operators, as the exist- 
ence or non-existence of adhesions has considerable effect 
on the average mortality; also, if the treatment of the 
pedicle is an important factor in the operation, that which 
determines the use of any particular method—as, eg., the 
length or thickness of the pedicle—should be carefully noted, 
and each class of cases relegated to a distinct series. 

2. Of the various methods had recourse to, though 
different operators have had special predilections, yet it has 
been seen that with Baker Brown, Spencer Wells, and 
Keith, their best results have been with the cautery. 

3. Then it stands to reason that not only has wide ex- 
perience lessened the mortality in ovariotomy, but also each 
operator has improved as he goes on operating; the cases, 
therefore, of each operator should be arranged in regular 
series of fifties or hundreds, and the general result in each 
series, regard being had to a proper classification of cases 
according to the various circumstances that each case 
presents, accurately noted. 

4. When any particular operator uses constantly one 
method of treating the pedicle in every case during a 
definite series of operations, his observations become specially 
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valuable—as, ¢.g., those of Spencer Wells with the clamp, 
Keith with the cautery, and Thornton with the ligature. 

With regard to the surgery of the future, the name of 
Lister will stand forth to all time as one of the greatest 
benefactors of the human race ; for without doubt, putting 
aside the splendid ultimate results of cases operated upon 
antiseptically, the absence of any considerable rise of tem- 
perature after severe operations lessens the operator’s anxiety 
of mind, and so tends to lessen the mental wear and tear 
that comes of professional worry. 

Inasmuch as the antiseptic method enables a wound to be 
at once closed, and favours thereby primary union, it must 
come that one of the methods of intra-peritoneal treatment of 
the pedicle will be that most generally followed ; and it 
therefore seems incumbent on operators by careful records 
and observations of cases under various circumstances to 
determine whether the ligature or the cautery gives the best 
results. 

Before closing this Paper, which has for its object the in- 
culcation of a better method of classification of cases in 
order to the induction of the best results obtainable, by which- 
ever plan for the securing of the pedicle that may be proved 
to be safest, it may be advisable to consider the chief 
methods at present in vogue, as regards their relative advan- 
tage and disadvantage. 

These are best arranged in two divisions—viz., the extra- 
peritoneal method and the intra-peritoneal. 

1. Of the extra-peritoneal methods of securing the pedicle 
we may disregard all but the clamp, for the ciamp, in the 
hands of Spencer Wells, has proved so _ successful that 
scarcely any one could be found to revert to the old methods, 
such as stitching the pedicle to the wound or transfixing it 
with hare-lip pins. The successful results of the clamp may, 
to a certain extent, be put down to the experience of the 
operator, whose persistent use of it established its compara- 
tive safety, but chiefly, I am inclined to believe, because the 
cases in which it can be more easily employed are those 
wherein its very use presupposes a certain favourable condi- 
tion—viz., some more or less considerable length of pedicle. 
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In these cases, too, will be found a comparative absence of 
serious adhesions, for it is in such cases that the tumour, 
being free to rise in the abdominal cavity, draws on the 
pedicle, and so elongates it ; whereas, when pelvic adhesions 
exist, the tumour is bound down, and the pedicle has no oppor- 
tunity of elongation. As the comparative absence of adhe- 
sions renders the recovery after ovariotomy more probable, 
it follows again that the results in these cases, when the 
clamp is used, are, perhaps, too hurriedly ascribed to 
its use. 

The advantages of the clamp are supposed to be facility 
of application; the avoidance of secondary hemorrhage ; 
and the retention outside the peritoneal cavity of any 
septic mischief that the presence of a dying stump might be 
supposed to engender. The disadvantages are that the 
uterus is somewhat bound down to the abdominal wall, 
giving rise to some obliquity in its position during any sub- 
sequent pregnancy; it may also even happen that a pre- 
mature separation of the clamp may give rise to hazmor- 
rhage ; and should the adhesion of the stump to the edges 
of the wound not be complete all round—-and its smooth 
peritoneal surface lying in the wound is a not impossible 
factor towards such a result—a channel is left whereby 
septic matter from the dead stump may find its way into the 
peritoneal cavity. 

2, Of the intra-peritoneal methods of securing the pedicle, 
two only need be referred to here—viz., the ligature and the - 
cautery. The severance by the ecraseur may be dismissed 
as too tedious, and possessing no advantages over either of 
the others, while its too rapid use might not be a sufficient 
safeguard against hemorrhage. So, too, the dissection of a 
flap of peritoneum and its adaptation over the end of the 
stump is difficult, and has a chance of failure of proper co- 
adaptation as well as death of the flap. 

Of the ligature and the cautery we may safely say that 
the former is of more universal application, for while either 
is applicable in most cases, in some short pedicles it is almost 
possible, with the present shape of the cautery clamp, to 
apply it deep in the pelvis ; whereas, with care, a ligature 
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can be applied and tied almost in any situation. The advan- 
tages of the ligature are complete strangulation of the 
vessels, and so immunity from the probability of hamorrhage ; 
the short time necessary for its application ; and in cases 
where the pedicle is close to the uterus it disturbs that organ 
less than any other method. So, too, when the existence of 
adhesions necessitates the employment of ligatures at all, 
the presence of more does not vitiate the results, nor intro- 
duce another element requiring a separate classification. 
The disadvantages of the ligature are that a foreign body is 
introduced into the peritoneal cavity, which may lead, in 
some cases, to abscess ; and where the pedicle is thick, or so 
short as to necessitate the application of the ligature close 
to the uterus, the retraction of some portion, or the contrac- 
tion of the whole, may lead to a slackening of the ligature, 
and so to hemorrhage. 

Various substances have been used, such as silver or iron 
wire ; these require care in their application lest any sharp 
point be left exposed which might lacerate the peritoneum ; 
and they have to be drawn tightly, as being more rigid they 
less readily adapt themselves to any inequality of the pedicle. 
Hemp has been formerly used under the plea that, when 
moistened, it contracts and holds firmer than silk, but it has 
the disadvantage of being a vegetable substance. Catgut 
is not to be depended upon, for in some cases its too early 
absorption may give rise to hemorrhage. The best sub- 
stance for the ligature, not only for ordinary pedicles, but 
chiefly for those thick broad pedicles that have to be tied in 
sections, is strong silk carbolized. It will bear the strongest 
possible tension during its application; it constricts the 
pedicle most effectually, and moreover, being an animal sub- 
stance, its presence in the peritoneal cavity gives rise to less 
irritation than other materials. 

It has also been found in necropsies after some consider- 
able time that the silk ligatures have been absorbed ; such 
absorption never taking place so early as to lead to any 
danger from hemorrhage. 

In the cautery, however, we have a means of treating the 
pedicle which has proved the most successful in the hands of 
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a variety of operators, and specially so with Baker Brown 
and. Dr. Keith. 

Its advantages are the facility of application, if properly 
used ; its thorough efficaciousness, and that, in -fts use, ne 
foreign body is introduced into the cavity of the peritoneum. 
It is applicable in all cases that have not so short a 
pedicle that it cannot be brought out to the surface of — 
the wound; but it may yet be found that by a modifica- 
tion of the form of the clamp it could be with equal 
facility used even deep in the pelvis. 

In using the cautery it is better not to cut through 
the pedicle with it, as the process being somewhat slow, 
blood would flow from the tumour during the severance. 
It is best, after the clamp is fixed and the wound guarded 
with sponges, rapidly to cut away the tumour and then to 
burn the stump, not by friction with the cautery-iron or with 
the petroleum cautery, but by the application to the whole 
stump of an iron that will cover it altogether. I have had 
cautery-irons made in the form of a parallelopiped, which 
are heated. I lay one of these on the stump, and so “ cook” 
it through; this ensures a more complete cauterization, and 
lessens the chance of hemorrhage. Any irregularities are 
easily trimmed off with the flat point of the petroleum — 
cautery, which, being smooth, does not adhere to “tie 
tissues. 

Before the blades of the cautery clamp are separated, 
an assistant should hold the pedicle below the clainp 
with a flat forceps with long blades, to prevent the stump 
slipping into the pelvis before it is seen to be secure from 
bleeding on the relaxation of the constriction of the clamp. 
Should a point begin to ooze it should be again touched 
with the cautery till all chance of haemorrhage ceases. 

The cautery clamp should not be removed till the 
abdomen has been completely sponged out. When all is 
ready the stump should be allowed gently to sink into the 
pelvis without being touched. It is a good plan to apply 
torsion to any prominent vessels of the stump before using 
the cautery. 

The almost universal use of the antiseptic method of 
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operating leads now to the employment of one or other of 
these intra-peritoneal methods of treating the pedicle, for it 
is of the utmost importance that the wound should heal by 
the first intention, which it is less liable to do when the 
pedicle is secured in the wound. It must rest therefore 
with accurate observation and record of cases to determine 
which method gives the best result, not only in the relative 
number of recoveries, but in the relative health and freedom 
from unfavourable sequels that such recovered cases enjoy. 

To sum up briefly the leading points of my Paper, I would 
venture to recommend: (1) That no operation for ovario- 
tomy be performed otherwise than antiseptically. (2) That 
operators be careful to classify their cases with regard to the 
existence or non-existence of adhesions and_ their amount, 
with regard to the length and thickness of the pedicle, and 
with regard to the presence of malignancy, of dermoid or 
suppurating cysts, or of peritonitis; and that all cases of 
removal of both ovaries and of ovariotomy during pregnancy 
be placed in separate classes. (3) That Operators arrange 
their cases in series of progression, noting the improvements 
in their method of operating as experience is gained. 

If this is done faithfully and conscientiously I will under- 
take to say that at no distant time we may be enabled to 
deduce, from accurate and uniform Tables, results that may 
lead to a more certain prognosis in any given case, and 
may make ovariotomy one of the least hazardous of capital 
operations. 





NOTES OF A PECULIAR MIDWIFERY CASE.* 
By A. D. Leiru Napier, M.D. 


ABOUT the end of November, 1878, I was incidentally, when 
visiting in a neighbour's house, consulted by a respectable 
middle-aged single woman, M. D. She stated that she had 
not menstruated since the end of June, that her illness on 
that occasion was prematurely checked, as she supposed, in 
consequence of her having been thoroughly drenched in a 
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thunder shower. She had shivered, and been out of sorts 
for some days at that time. She told me that she had 
never been sick, was constipated and troubled with flatulence, 
her bowels sometimes swollen and sometimes the natural 
size. Her feet were very slightly swollen. She was of a 
nervous temperament, and said she was aged thirty-eight, but 
her age was stated by her friends to be forty-nine. I madey 
no exathination further than of the tongue and pulse, and 
prescribed a tonic of mineral acids and iron. She was de- 
sired to call and see me if not improved. I lost sight of 
her till February 8th, 1879, when I was summoned about — 
12 PM. On visiting I found her evidently suffering from 
severe pain of a spasmodic nature. She said that she had 
become poorly on Thursday, 6th, and since then had been 
suffering considerable pain. She described the pain as 
existing below the ribs on the left side, in both ovarian — 
regions, over the uterus, at the back and darting down the > 
left leg. The flow was said to be profuse, but in contradic- 
tion to this her attendant, an experienced, elderly woman, 
stated there was much too little. I was told that formerly 
she had usually suffered similar pain during the first day of 
menstruation. Considering the facts of her being men- 
struating, a single woman noted for her pzows character, and 
the return of the menses after so long an interval, I made ~ 
no examination. A turpentine stupe, to be followed by one ~ 
of warm water, was ordered to be applied. She had before 
my visit got some tincture of opium, and taking the whole — 
circumstances into account, judging it to be an inflammatory 
congestive dysmenorrhcea, I advised other forty drops of — 
laudanum to be taken. I also prescribed a pill consisting of : 
2 grs. of camphor, $ gr. of opium, and I gr. of ext. of bel- ~ 
ladonna to be taken every three hours if the laudanum failed i 
to relieve the pain. oth February I again saw my patient; 
the visit was a somewhat hurried one, just before church. r 
She had taken three of the pills. During the visit she — 
seemed quite free from pain, but the attendant related i. 
that throughout the night the pain had been almost con~ 7 
tinuous, but was less violent as morning came on. She — 
had experienced difficulty in micturition. I ordered some — 
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spt. etheris nitros.: the pills to be continued ; and promised 
to see her in the evening. A message came requesting me 
to see her between 5 and 6 p.M. The pain had been severe 
throughout the day. The pulse was about 110 to120. She 
had spasmodic pain about every ten or fifteen minutes. No 
urine had been passed since forenoon. I placed my hand 
over the abdomen and found it very considerably enlarged; 
she complained of pain on my so doing, and I determined 
to go for a catheter and institute a proper examination, fol- 
lowed by catheterization. Even yet my suspicions were not 
fully awakened. 

I was convinced that the uterus was unduly enlarged, but 
thought a large fibroid tumour or an unduly distended bladder 
might be the cause. I got my catheter from across the 
street, and returned in about two minutes. 

On making a vaginal examination, I discovered a fcetal 
head in a very puffy and cedematous condition. 

The condition of the patient was—pulse 120 and rather 
weak, vagina hotter than natural. The respiration was 
hurried, but not counted. She was very nervous of the 
advent of the pains, which now recurred about every five 
minutes. The pains were not satisfactory, lasting very short 
time, and never attaining in intensity to good second-stage 
pains: they were jerky and spasmodic, and principally in 
front. I failed to make out the sutures owing to the great 
puffiness and enlargement of the caput succedanum, but dis- 
covered the right ear lying to the left of tle pelvis, the 
upper or left side of the head was tumefied. The maternal 
parts were rather contracted, the muscles lining the passage 
hard, the outlet decidedly small, owing to narrowness _be- 
tween the ischial tuberosities, and a very hard, unyielding 
perineum. Taking in view the nervous condition of my 
patient, the rapid pulse and other signs of weakness, the 
peculiar history, the prospect of a tedious delay at the 
outlet, and the inefficient pains, I determined to apply 
forceps. I gave chloroform slowly, and applied straight 
forceps in the transverse diameter of the pelvis, the excellent 
practical direction given by the late Sir James Simpson of 
feeling your head carefully and applying the instruments 

ky 2 


A92 Notes of a Peculiar Midwefery Case. 


mostly in relation to the dzameter of the pelvis being ob- 
served. The bed was a very inconvenient one, a 
“half box,’ but every precaution that time and the 
condition of the maternal parts demanded was attended 
to. With moderate tractile power no displacement could 
be effected. A very slight and limited leverage power was 
used, and traction again employed. The operation was de- 
layed by my having to administer chloroform, as my rule is 
when without a skilled assistant to attend to this personally, 
only allowing the nurse to hold the handkerchief. Gradual 
traction was continued, and the head slowly advanced ; every 
care was taken to keep the line of traction sufficiently for- 
wards to avert perineal rupture, which I was apprehensive 
of ; the perineum was not supported. Just at the outlet the 
head came rather quickly, though no extra force, but a slow, 
steady, gradual, interrupted traction was used. The peri- 
neum gave way, and the head and shoulders were born to- 
gether. On examining the position of the blades of the for- 
ceps I saw them in a position which I never heard or read 
of, and had not my own senses demonstrated the fact I should 
have been very incredulous concerning it. The left or lower 
blade was nicely fitted on the occipito-parietal part of the 
cranium of right side, the right or upper blade was applied 
over the fronto-parietal aspect of the left side over the left eye, 
and the loop of the forceps was in the axilla of the left arm, 
the arm was born lying close by the side. With the excep- 
tion of some swelling over the left eyelid, not the slightest 
marks of forceps or injury to parts therefrom existed. I care- 
fully examined the left shoulder-joint, but could detect no 
fracture or dislocation. The infant, a female, was almost 
stillborn. After about ten or fifteen minutes’ artificial re- 
spiration, and the throat being cleared of mucous, and a soft 
French catheter introduced into the larynx through which 
air was blown from my mouth, and whisky dashed over the 
chest, the child breathed, and, on pulsation ceasing, the cord 
was divided. The infant was a seven months’ child, but was 
very feeble. It was wrapped in cotton wool and laid by the 
fire. One of the women present firmly fixed the uterus with 
her hand from the completion of the second stage till I again 
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took charge. I endeavoured to expel the placenta by Credé’s 
method, but it did not come: following up the cord I found 
the uterus contracted (hour-glass) to a considerable degree. 
I introduced part and finally all my hand into the vagina, 
and by the usual means of gradual introduction of the fingers 
within the uterus overcame the contraction. I waited for the 
uterine effort to assist me, and then removed the placenta 
from the vagina. It was normal and presented no feature of 
interest. The perineal tear was then visually examined. It 
was almost central, and extended nearly to the anus, but the 
bowel was not involved. A silver wire suture was deeply 
inserted after the parts had been carefully cleansed. The 
patient then had a rest, and thereafter the obstretic binder 
was applied, and the thighs kept in close apposition by a 
towel tied round them. The pulse was now 96, and the 
patient was feeling well and talking rather more than she 
ought. Ithink the forceps were on about fifteen or twenty 
minutes, certainly not longer, if as long. 

The following day the patient was a good deal agitated, 
owing to the drunkenness of her nurse. There was a gradual 
rise of temperature up to February 16th, when the evening 
temperature was 102°2°, pulse 92. The highest pulse-rate 
reached was 108. There was no offensive discharge in the 
vagina, but the bed-clothes became offensive from being 
saturated by the discharges. There was only a slight tender- 
ness on deep pressure over the left ovarian region. No 
perimetric swelling was discovered on vaginal examination. 
The perineal rupture was only partially healed; and as the 
Suture seemed loose it was removed. Carbolized vaginal 
injections were used from February 16th up to the a2rst, 
when the temperature had become normal. The only drugs 
employed were a cough mixture for the first three days, and 
afterwards a saline mixture containing digitalis. 

The indications for speedy delivery were the high vaginal 
temperature, a pulse of 120, the other signs of exhaustion 
formerly alluded to, and the inefficient pains. Knowing as 
Ido the views held by many regarding the forceps that 
ought invariably to be used, it may be expected that some 
explanation of my employing straight forceps should be 
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offered. The authority of Professor Leishman, of Glasgow, the 
results of Dr. Hamilton’s practice in Falkirk, and my own 
experience of the instrument for six years, is enough to 
satisfy me. I in no way detract from the superior excellence 
of the long curved forceps in suitable cases, but at the lowest 
computation in 85 per cent. the straight instrument seems 
to be preferable. 

Another statement of mine may be deemed worthy of 
attack—-viz., that gentle oscillations were had recourse to. 
Iam aware that it has emphatically been enunciated that 
the forceps is a tractor solely, and ought never to be employed 
asa lever. To this I may be permitted to reply in the 
words of Schroeder, “the efficacy of traction can be consider- 
ably increased when lateral oscillations are made with ‘the 
forceps,” and again, “in difficult cases gentle oscillations 
are permissible.” 

In the main I adhere to the simple tractor action, and 
were it not that this leverage action may have been in some 
degree explanatory of the position of the blades, it was 
so slight as to be almost worthless of record. 

Undoubtedly the most interesting feature in the case was 
the position of the forceps, the right blade having its loop 
in the left axilla. The mechanism may be theoretically dis- 
cussed from two different aspects. 1. Malposition, owing 
to mechanical displacement during the course of labour. 
This has been observed in cases in which some obstruction 
existed at the brim of the pelvis, either in the bones or soft 
parts, or even within the cavity, owing to the same cause. 
Irregular uterine contractions of a spasmodic nature, with a 
hard unyielding pelvic floor, and a small mobile child, may 
also conduce to this. Denman relates a case (“ Introduction,” 
page 495) in which at the beginning of labour the head 
presented ; he then left for some hours, and on his return 
found the head gone and an arm presenting. Merriman’s case 
(“ Med. Chir. Transact.,” vol. x. p. 62) is somewhat different, 
as it was complicated by tumour. Burns also has referred to 
a similar change; Baudelocque has recorded a case which 
lasted thirty-six hours, and in which the head, back, feet, 
shoulders, or one of the sides successively presented, and at 
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the rupture of the membranes, the belly, knees, and a loop of 
cord presented (“System of Midwifery,” Heath’s Translation, 
vol. i. p. 264). But these changes all took place before the 
rupture of the membranes, and unless action had been pro- 
longed thereafter in this case the explanation does not seem 
satisfactory. 2. An unusual presentation as of an arm along 
with the head—e.g. (F. Ramsbotham’s “ Obstet. Med.,” p. 619), 
a case of Merriman’s “Difficult Parturition,” p. 250. A case 
occurred in my practice some eighteen months ago, in which I 
found the arm presenting along with the head. I could not 
replace the arm, and applied forceps ; after some difficulty I 
extracted the head, and carefully examining the parts, dis- 
€overed the child’s arm coiled round the forehead, and the 
hand lying at the side of the head. The child was large, 
and the mother well-formed, the pelvis roomy; no injury 
was inflicted on the mother, who made a most excellent 
recovery. In the present instance I think the presentation 
must have been a head-arm, that the arm had been partially 
displaced by the forward coming head, that the forceps had 
slipped over the hand, and possibly the oscillation may have 
conduced to bring about the position. 

However, I must confess I was in no way conscious of 
any peculiarity of this kind when applying the instruments. 
I had no difficulty in applying or locking the forceps. With a 
full-sized foetal head the condition which has been described 
would seem impossible, and it is unlikely that the shoulders 
would admit of a blade being passed over them. Yet in 
this instance, since labour occurred in a primipara nearly 50, 
with a somewhat contracted hard-floored pelvis, the small 
size of the head would make comparatively little difference, 
unless we consider the importance of the lessened shoulder 
diameter. I may add that I applied the upper (right) blade 
not in my usual way, the semi-circular, but in the old- 
fashioned manner with the patient at the edge of the bed 
and the handle depressed. 

The irregular uterine contraction, which, as has been 
mentioned, seemed likely to delay completion of the third 
stage, deserves a word in passing. Inthe more modern text- 
books little notice is taken of this condition. Leishman 
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(p. 458, 2nd Ed.) contents himself with a couple of lines. 
The older writers—Burns (p. 404), Douglas, Campbell, 
F. Ramsbotham, and Churchill—all devoted considerable 
attention to this point. Probably the improved method of 
extraction, and the modern treatment of speedy removal of 
the placenta, have effected a revolution in midwifery as 
regards this condition. Several authors maintain that 
adherence of the placenta is an invariable accompaniment 
of hour-glass contraction ; but, on the other hand, it has 
been well-established that this is by no means correct, as 
rapid delivery, the partial action of ergot, or a lingering, 
tedious labour, with an irritable nervous disposition, are as 
frequently the exciting causes. The probable cause in this 
instance was the last-mentioned. 

I desire to enter my protest against the treatment in too 
many instances adopted, and by many writers condemned in 
only a half-hearted manner, by traction of the cord. I hold 
that not the slightest use should be made of the cord in re- 
moving the placenta—that it is far safer and better practice, 
when required, to introduce the whole hand within the 
vagina so as to fix the placenta, than to risk the least 
pull by the cord. 

The ruptured perineum also deserves a passing notice. 
It has been recommended to make lateral incisions rather 
than permit an indefinite central tear. I have never 
adopted this treatment because, however rigid a perineum 
appears on stretch, it often escapes with fully as little injury 
as would be counted sufficient to inflict by the knife. As to 
the treatment of ruptured perineum, I hold that in nine out 
of ten cases it is as well left alone. Considering the great 
number of cases in which perineal laceration takes place, 
the few instances in which it is treated by sutures, yet the 
number which recover perfectly, it is very questionable if 
we are justified in subjecting a patient to the additional 
worry of further interference. In primipare, ignorant of the 
nature of their probable sufferings, if the patient is not 
greatly exhausted, it will not cause much extra anxiety; but 
in multiparee in private practice the necessary exposure, &c., 
occasions increased perturbation. Merriman was among 


the first who enunciated this practice, and I think we are 
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still able to support his assertion that, with due attention 
to cleanliness and the close apposition of the thighs, the 
healing process is thoroughly attended to. I believe in 
immediate insertion of sutures, if the tear involves or is 
quite up to the edge of the anus; but such ruptures are 
certainly exceptional. 

The records of the recovery are mostly interesting from 
the height of temperature and the pulse-rate. The tempera- 
ture from the day after delivery till the fifteenth day con- 
tinued above normal ; it was highest on the fifth, sixth, and 
seventh days, the evening observations of the 14th and 15th 
February were 101°7; the maximum was reached on 16th, 
when the record was 102'1 ; temperature may have been 
artificial, as the patient was up before the visit. The pulse 
was fastest on the fifth evening, 108, next night it had fallen 
to 92. A temperature which is disproportionately higher 
than the pulse is for the most part a diagnostic sign of 
metritic inflammation. Exceptional cases occur but rarely. 
I first learned this at the bedside, and was pleased to have 
my ideas corroborated by so estimable an authority as Pro- 
fessor Fordyce Barker. In the case aforegoing the temperature 
never stood higher than 102'1. Ido not recall or find in 
my note-book so low a temperature in puerperal metritis, 
103 to 104 is more like the degree. I may mention that I 
have not infrequently noted a temperature. of 104, with pulse 
of 100 to 110 in metritis. In M. D.’s case we had no rigor, 
no headache, no uterine enlargement or tenderness, no fcoetor 
of lochia, and but moderate thirst. Lowther has given the 
diagnosis of puerperal fever in three signs: increased heat and 
circulation, severe frontal headache, and abdominal tenderness. 
In the vast majority of cases these three signs are all present. 

There was no disturbance from lacteal secretion. The 
fever lasted fourteen days; it was mild, typhoid-like in 
appearance. During this time the patient had a perineal 
wound healing, the bed-clothes were saturated with fcetid- 
smelling discharges, and it was not possible to have these 
removed for nearly a week. In conjunction with the trau- 
matic lesions of the perineum which existed, the nervous 
depression had doubtless a large share in the causation of 
the febrile symptoms, 
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The Principles and Practice of Gynecology. By Thomas — 
Addis Emmet, M.Dg... J. & 7A. Churchill, <Pp seme ) 


THE fame of Dr. Emmet for skill in gynzecological surgery 
is already well known in this country as well as in America. 
He has, moreover, enjoyed almost unrivalled opportunities 
both of observation and practical experience in the diseases 
peculiar to women, having been for twenty-five years surgeon 
to the Woman’s Hospital of New York, and having con- 
ducted a private hospital for the last sixteen years. The 
enormous practical advantages afforded by the latter circum- 
stance in the treatment of maladies so often complicated by 
a hysterical temperament need no comment. A large and 
comprehensive work on gynecology by such an author will be 
read with the greatest interest by all who are concerned with 
the diseases of women. The strong individuality of the author 
is everywhere prominent, and the extensive records of personal 
experience contained in the book are most valuable. Inthe — 
descriptions of operative procedures will be found much 
that is new to a considerable proportion of English readers. 
A special feature of the book consists of an extensive series 
of statistical tables, prepared in every detail by the author 
himself from the records of thousands of cases. These ~ 
afford an important field for study in a great variety of sub- 
jects, especially the varieties of menstruation, and the relation 
of disturbances of that function to flexions and versions of 
the uterus, fibroid tumours, and other conditions. 3 
In the introductory chapter the author comments severely 
upon the social conditions which in America, as elsewhere, ~ 
are adverse to the healthy bodily development of girls about . 
the age of puberty. Since the advancement of female edu- 
cation by the encouragement of the spirit of emulation in- 
scholastic study has been carried out, as yet, further in © 
America than in this country, it is of interest to note the ~ 
experience of the author. With regard to the causation of — 
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uterine maladies in unmarried women, he has been surprised, 
on looking over his case-books, to find the same statement 
repeated again and again—viz., that the sufferer had taken 
the highest honours at some noted female school or college, 
and gave no tangible sign of weakness until reaction took 
place after her return home. 

In the second and third chapters methods of examination 
and gynecological instruments are described. As we might 
expect, the advantages of Sim’s speculum, or its modifica- 
tions, are eloquently set forth. So impressed is the author 
with its merits, that he does not even describe or figure any 
of the cylindrical or bivalve specula, which nevertheless will, 
we think, continue to find favour, for use in many cases, with 
ordinary practitioners, who may frequently have to dispense 
with the aid of an assistant. Amongst other instruments 
described which are not often seen in England are uterine 
elevators, to supersede replacement by the sound, a sponge- 
dilator, in which, to reduce the risk of septiczemia, the 
sponge-tent is enveloped in a thin india-rubber bag, and a 
hydrostatic dilator for the unimpregnated uterus, more 
readily introduced than Barnes’ bags. The author has for 
some fourteen years used scissors almost exclusively, and 
has been instrumental in their introduction, for the various 
operations about the female organs of generation, in prefer- 
ence to the knife. His reason is that with scissors a surface 
can be thoroughly freshened in less time and with less bleed- 
ing, from which latter cause much delay or an abandonment 
of the operation was formerly of frequent occurrence when 
the knife was used. His practice is thus in strong contrast 
with that of a gynecological surgeon no less distinguished, 
the late Professor Simon, who insisted so strongly on the 
importance of using the knife, and not scissors, in all plastic 
operations, in order to attain the certainty of procuring 
union, by the avoidance of all bruising of the tissues. 

In the chapter on the general causation of disease great 
stress is laid upon the effects of faulty nutrition. Great im- 
portance is also attached to the effect on the blood supply 
of the uterus exercised by the condition of the cellular 
tissue in the broad ligaments and elsewhere in its neigh- 
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bourhood, so that not only is cellulitis of extreme gravity in 
its permanent effects, but even a change of level in the 
uterus may lead to serious passive congestion of that 
organ simply by putting the veins upon a_ stretch. 
Possibly the circulation in the pelvic cellular tissue has 


hitherto not received sufficient attention. But in magnify-_ 


ing the effects of venous congestion Dr. Emmet develops a 
theory of pelvic maladies fully as one-sided as that of any 
author who has carried to an extreme the mechanical system 
of uterine pathology, or who has regarded the so-called 
ulceration of the cervix as the most general cause of uterine 
disturbances. Thus, we find it stated :— Inflammation 
cannot exist without molecular death, and its products are 
easily recognised until absorbed. We may look in vain, after 
death, for any evidence of an existing endometritis, so-called, 
or for an ulceration of the cervix, as it is termed, for neither 
of these conditions is inflammatory. We always find the 
tissues blanched, the blood from the capillaries having passed 
into the larger vessels, as the heart failed in keeping up the 


supply, and there will be detected neither loss of tissue on 


the surface of the mucous membrane beyond the epithe- 
lium, if even to that extent, nor any hyperplasm in the 
organ itself. Inflammation can exist only in an acute form, 
although its products may remain for an indefinite period. 
Therefore the term chronic inflammation is a misnomer, and 
only serves to give erroneous impressions of the pathology 
and treatment of uterine disease. Inflammation of the 
uterine body never occurs except after parturition, and 
those conditions which are commonly held to be the direct 
results of inflammation are wholly due to obstructed circula- 
tion in the organ, caused by pathological processes in the 
cervix and neighbouring parts.” That chronic inflammation 
can exist and give rise to organised products is sufficiently 
proved by such familiar instances as chronic phthisis, chronic 
pneumonia, and a chronic ulcer of the leg. Nor would any 
one accustomed to the microscopic investigation of uterine 
tissues be likely to assert that endometritis or chronic in- 
flammation or granular erosion of the cervix leaves no changes 
in the tissue which can be recognised after death. 
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From this peculiarity of the author’s views, the familiar sub- 
jects of chronic metritis, endometritis, inflammation and erosion 
of the cervix, which occupy so considerable space in most 
works upon the diseases of women, are, in this comprehen- 
sive treatise on gynecology, mentioned only for their existence 
to be denied, By what seems to be somewhat of an inconsis- 
tency, however, the author does admit the existence of chronic 
inflammation with enlargement in the case of the ovary. Yet 
he appears rather to under-estimate the importance of the 
Ovaries as a starting-point of reflex influence, stating that 
“the ovaries are supplied with nerves from the renal plexus, 
but so scantily that, in the absence of inflammation, a doubt 
may arise as to the pain which is so frequently experienced 
in their neighbourhood being due to ‘ovarian irritation,’ 
or whether even it has any direct connection with the 
ovaries. A woman seldom suffers from ‘ovarian neuralgia’ 
without at the same time giving evidence of uterine 


disease.” As to the etiology of “ovarian irritation” in the 
absence of any proof of actual inflammation or enlarge- 
ment, the following paragraph is of value :—‘“ The various 


symptoms of ovarian disorders are but an evidence that 
Nature’s laws have been put at defiance, and that the 
nervous system has been overtaxed. Who are the sufferers 
from the condition which has been termed an irritable 
ovary? The young girl who has had her brain developed 
out of season, the woman disappointed or crossed in love 
by some man not worthy of her, those who have been ill- 
mated, and often the unmated, she who has sold her 
person, under the guise of marriage, for money or position, 
the prostitute, and she who degrades herself and sacrifices 
her womanhood by resorting to means to prevent conception. 
In all of these, the nervous system has been first abused, 
and thus nutrition has suffered, some accident only locating 
the effects in the ovary.” 

The-chapters on the principles of general treatment are 
very interesting and valuable. The author is especially 
urgent in denouncing the practice of keeping in bed, or 
allowing to remain in bed, women suffering from any uterine 
malady, not being acute inflammation, especially when asso- 
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ciated with general nervous symptoms: “There was never a 
greater fallacy in practice than to place in bed a woman 
suffering from uterine disease, with the expectation that she 
would recover her health by remaining there. The loss of 
tone to her general condition will be greater than any benefit 
to be gained from the confinement. Even when combined 


with a well-judged course of local treatment, she will not 


be confined long in bed before her general health must 
become so far affected as to make her more sensitive to all 
nervous impressions, At length, if an attempt be made to 


sit up, the actual suffering produced by the blood again dis- 


tending the vessels, when in the upright position, will cause 
her to desist from ‘the attempt: <1) .% “In the end, the 
local disease may improve, or even disappear by the rest, yet, 
in spite of improvement in the general health, the patient will 
remain an invalid, as she will have already contracted the 


habit of being sick.” This principle is in somewhat strange 


antithesis to that put forward by Dr. Goodell in his Annual 
Address as President to the Gynecological Society of 
America, on neurasthenia and womb disease. Dr. Goodell, 
who agrees pretty closely with Dr. Emmet as to the frequent 
origin of uterine disturbance from over-taxing the mental 
faculties about the age of puberty, has obtained wonderful 
results in nervous and hyperzsthetic patients by the plan of 


insisting on complete rest in bed, and seclusion, with suitable _ 


feeding, combined with electricity and massage. Probably 
the explanation may be thata large amount of the success 


was due to the strong moral influence exercised by the — 


authors, both of whom have evidently the faculty of esta- 
blishing that ascendancy of a strong will so essential for the 
successful treatment of hysterical patients. In Dr. Emmet’s 
case this is plainly visible in several of the graphic histories 
of patients, which add so largely to the readable character of — 


his book. As regards patients in comfortable circumstances, : 


who cannot be placed under the absolute and continuous 


; 


. 


control of the physician, it can scarcely be doubted that Dr. % 


Emmet’s principle is the safer of the two extremes. 
Among the methods of general treatment recommended, 


one of the most important is that of vaginal injections of hot — 
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water (up to 110° F.), administered with the patient in the 
dorsal position, and by means of a Higginson’s syringe, not 
an irrigator, so that the flow may be interrupted. These the 
author employs in almost every case of pelvic disorder, and 
to the almost entire exclusions of cold water injections. His 
theory is that cold produces temporary contraction, and by 
reaction a more permanent relaxation, of the vessels > hearts 
transient relaxation and permanent contraction; and that 
therefore the application of heat is the proper method to 
reduce congestion. The author has thus uudoubtedly been 
the means of introducing a most valuable therapeutic agent 
into general use. But we are scarcely convinced, notwith- 
standing the indisputable value of hot water injections, either 
that moderately cold water may not have a permanent 
bracing effect upon the vessels, or that the therapeutic efficacy 
of heat is evidence in favour of the author's theory, that the 
sole evil to be combated is venous congestion, and not arterial 
hyperemia or chronic inflammation. 

Local depletion, either by leeching, puncturing, or scari- 
fication, Dr. Emmet totally rejects. But he does this not on 
the ground of experience, but for purely @ prior? reasons, 
having been from the earliest days of his study of gynecology 
sceptical as to the part inflammation was supposed to play 
in the diseases of women. He states that he has never in 
his life applied a leech to the uterus, or scarified the cervix 
with the view of reducing inflammation. So questionable a 
theory can scarcely be held to supersede the need for verifi- 
cation by clinical experience. 

The author advocates Turkish, or some other form of hot- 
air, baths, for the sake of their generally stimulating effect 
upon the bodily functions. He also advises “ sun-baths,” an 
adequate trial of which we fear the English climate will 
scarcely allow to be made here, especially as they are to be 
continued daily for weeks or months. In order to expose the 
whole body directly to the rays of the sun, the patient is to be 
placed in front of a window, on a low lounge or sofa, covered 
with a blanket, so that she may protect herself from cold by 
covering the part of her body which at the time is not exposed 
to the sunlight. If possible, she is to remain thus lying in 
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the sun for hours, so that, without exposing her whole body 
at any one time, she may in turn bring every portion into 
the light. 

Notwithstanding his denial of the existence of chronic in- 
flammation, the author admits the efficacy of local applica- 
tions, such as nitrate of silver, crude carbolic acid (which he 


prefers to the purer salt), and other substances. His special © 


favourite is Churchill’s tincture of iodine, of which he makes 
very general use, especially as a preliminary to operative 
treatment. His theory of the mode of action of such appli- 
cations appears to be somewhat strained, for he explains the 
benefit derived solely by a local or reflex effect, which relieves 
congestion by causing contraction of the vessels. , 

The chapter on ovulation and menstruation contains 
interesting statistics, arranged in numerous Tables, with 
regard to the varieties and abnormalities of the menstrual 
flow. The significance of dysmenorrhcea in early life, and the 
importance of not carrying too far a reluctance, from motives 
of delicacy, to ascertain its cause by local examination, is 
illustrated by the fact, brought out in one of the Tables, that 
more than half of the women who at puberty suffer pains 
during the flow are sterile in after-life. 


The chapter on absence and atresia of the vagina, in which © 


is incorporated the article on the same subject contributed by 
the author to the third volume of the “ Gynzcological Tran- 
sactions,’ is very interesting and important. It is illustrated 
by numerous histories, which bear witness to the remarkable 
success attained by Dr. Emmet in the operative treatment of 
these cases. 

The subject of displacements of the uterus, and their 
treatment, occupies six chapters. The author is urgent as 
to the importance as regards the circulation of the uterus, 
that it should remain precisely at its natural level—a level, 
however, which may vary in different individuals. A prac- 
tical inference of some value is deduced—namely, that a 
pessary which elevates the uterus too much may, by putting 
the vessels on a stretch, interfere as much with the venous 
circulation as the displacement which it was intended to 


remedy. 
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The tabular statistics of the author are in agreement with 
common observation, showing that cervical anteflexion is a 
condition of puberty and early life, since relief was sought at 
the earliest age; that anteflexions of the body follow soon 
after, while retroflexions and lateral flexions are generally 
ecloped “in later life’ “The telative frequency of the 
above-mentioned displacements was found to follow 
the same order, the more frequent displacement being that 
for which relief was sought, on the average, at an earlier 
age. 

Cervical anteflexion is ascribed to undue growth of the 
vaginal cervix in proportion to the body of the uterus, 
so that it is unable to find space for itself, except by 
becoming turned forward into the axis of the vagina. 
Hence, if the cervix is small enough in its diameter to be 
readily bent upon itself, arises cervical anteflexion ; while, if 
it is thick and firm, retroversion of the organ will ensue. We 
cannot agree with Dr. Emmet as to his explanation of the 
mode by which retroflexion is developed out of retroversion. 
His theory is that the existing cause is almost always, if not 
invariably, an antecedent cellulitis, causing contraction of the 
broad ligaments ; and that, when retroversion has passed 
beyond a certain point, such a contraction will convert it 
into a flexion. A much simpler explanation appears to be 
found in the effect of the intra-abdominal pressure, acting 
upon the anterior surface of the fundus of a retroverted and 
partially prolapsed uterus; and certainly experience shows 
that retroflexion, without any evidence of a past cellulitis, 
is by no means uncommon. 

The author strongly denounces both the practice of dilating 
the cervical canal and the use of intra-uterine stems for the 
treatment of flexion either of the cervix or body of the 
uterus. He objects equally to bilateral division of the 
cervix, and declares that “since the practice of indiscriminate 
division of the cervix was first introduced by Professor 
Simpson, more malpractice has been perpetrated throughout 
the world in the name of this simple operation, than from any 
other procedure known to the profession.” This appears 
somewhat unduly strong language, especially since the author 
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himself advocates incision of the cervix backward as the 
correct treatment for cervical anteflexion. 

All the chapters describing the methods of operative pro- 
cedure, especially those on laceration of the perineum, and 
vesico- and recto-vaginal fistula, deserve unqualified praise. 
The author describes an operation for lacerated perineum, in 
which he brings down a vivified portion of the posterior 
vaginal wall to cover superiorly the united perineum, and 
which is especially applicable for cases in which the ruptured 
perineum is complicated by rectocele. Dr. Emmet’s surgical 
eminence is sufficiently shown by his records of 202 cases of 
operation for vesico-vaginal fistula. Of 149 cases of fistula, 
the result of labour, 87°13 per cent. were cured. The author 
follows Dr. Marion Sims’ method of operating, and considers 
the use of metallic sutures, and Sims’ sigmoid self-retaining 
catheter, to be essential. With regard to the method of the 
late Professor Simon, he has convinced himself that either 
the destruction of tissue is not so great in Germany as it is 
in a large proportion of the cases received in the Woman’s 
Hospital, or Professor Simon did not succeed as a rule in 
closing the edges of the fistula. He comes to this conclu- 
sion because, having made trial of the method, he has demon- 
strated to his entire satisfaction that Simen’s plan of treatment 
cannot be successfully employed except in those cases in 

which the fistula is very small, and in which there is a re- 

dundancy of surrounding tissue, and, moreover, his experience 
is that it is not possible, under the most favourable circum- 
stances, to cure so large a proportion of cases as Professor 
Simon claimed by a single operation. This method of 
proof appears somewhat to fall short of demonstration. It 
would obviously be open to a disciple of Professor Simon 
to argue that, if his method in his own hands cured more 
patients at a single operation than Dr. Emmet’s in his, the 
advantage remains with the former. 

One of the most important and characteristic chapters in 
the book is that on laceration of the cervix uteri, the author’s 


operation for the cure of which, first described in 1869, and ~ 
already widely adopted in America, has of late attracted 7 


much attention in Germany, and, to a less degree, in this 
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country, If the author’s theory and practice be correct, it 
is hardly too much to say that English gynacological prac- 
tice has to undergo a revolution. What the nature of his 
view is will be sufficiently indicated by the following 
extracts :—“ Its importance cannot be exaggerated, since at 
least one half of the ailments among those who have borne 
children are to be attributed to lacerations of the Cervix, 
-... 4S soon as the practitioner becomes able to 
recognise this lesion under its different forms, he will be sur- 
prised to find a new explanation of all his cases of elongated 
or hypertrophied cervix, as well as those of ulceration... . . 


fo recognise the protean nature of lacerations, and will 
never see another case of hypertrophied cervix, or a so- 
called elongated neck. . .. . I can but denounce an amputa- 
tion, with scissors, knife, or cautery, of a so-called hypertrophy 
or an elongation of the cervix as malpractice. J also de- 
precate, as even more uncalled for, the application of the 
cautery or caustics to heal a so-called ulceration on surfaces 
which can be readily united and brought into a healthy con- 
dition.” The author’s experience must be a singular one, 
or uterine maladies in America must differ from those in 
England, if he has never met with elongation of the vaginal 
cervix, forming a primary cause of prolapse in a virgin. 
That lacerations of the cervix exist ina large proportion of 
married women who suffer from uterine maladies there can 
be no doubt: and we think that the author deserves the - 
credit of showing that in many cases of so-called erosion, in 
which it was formerly assumed that the squamous epithelium 
had been thrown off, the condition is reaily that of ectropion 
and granular inflammation of what was originally the lining 
membrane of the cervix. The author cannot be said, how- 
ever, to have demonstrated the importance which he attaches 
to even slight lacerations, further than by stating his judg- 
ment of the results of his own practice. For in the tabular 
statements of changes of menstruation and the other symptoms 
existing in cases of so common an affection as laceration, it 
it is, of course, possible that the symptoms may have been 
due to some other coexisting condition. Dr. Emmet seems 
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also to carry somewhat to an extreme his hatred of cicatrical 
tissue, a sentiment doubtless highly estimable in the surgical 
mind. Thus, in the chapter on rupture of the perineum, he says 
that he has known several instances in which the existence of 
a scar on the perineum excited so much reflex irritation as to 
entirely change the disposition of the woman, though she 
was not conscious of any local difficulty. It is not explained 
how it was proved, in the absence of any local symptoms, 
that the scar was really the cause of the change of dis- 
position. 

Probably few English gynaecologists have as yet practised 
Dr. Emmet’s operation sufficiently often to give a final 
judgment as to its value, and the frequency with which it is 
called for. But it certainly is their duty to master all 
that Dr. Emmet has written on the subject, and impartially 
to test the results of his treatment. The great difficulty in 
solving the question of causation lies in the so frequent asso- 
ciation of cervical laceration with other conditions, such as 
retroversion, retroflexion, partial prolapse, or laceration of 
the perineum. The importance of laceration is not disproved 
by the fact that, like an extreme flexion or stenosis, it may 
sometimes be found existing without any symptom, for 
tolerance may have become established after a change in the 
character of the epithelium, or concomitant sources of irrita- 
tion, to which many or most women are exposed, may have 
been absent in the particular case. The best solution of the 
question will be to select cases as far as possible free from 
any other complications, except such as may be the direct 
result of the laceration ; and, in a sufficiently wide field, to 
test the comparative results of Dr. Emmet’s operation and 
other modes of treatment. We are disposed to believe that 
the operation will be proved a valuable and permanent addi- 
tion to gynecology, though it can hardly be doubted that 
Dr. Emmet has been led away, by enthusiasm for his own 
offspring, greatly to exaggerate the range of its usefulness. 
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SrstETRICALSOCIETY OF EDINBURGH. 
Meeting, Wednesday, 26th February, 1879. 
Dr. Wiuson, President, in the Chair. 


Dr. PLayrair, in the unavoidable absence of Dr. Macdonald 
irom indisposition, showed an ovarian tumour removed by Dr. 
Macdonald from a patient in the Royal Infirmary on Saturday 
forenoon. The tumour was multilocular, containing two large and 
numerous smaller cysts, with solid matter. Dr. Macdonald at first 
hesitated to operate in consequence of the presence of inflammatory 
action in the cyst, and because the patient suffered from consider- 
able brenchial catarrh. After aspirating 104 ounces from one of the 
cysts, the patient’s general condition improved a good deal. The 
operation, when decided upon, proved less troublesome than was 
expected, because, though the main cyst was intensely congested 
and very fragile, there were no adhesions. The peritoneum was 
deeply congested. ‘The operation was conducted under the strictest 
antiseptic precautions, and the pedicle was treated by cautery, and 
dropped into the abdomen after the manner which has proved itself 
so successful in the hands of Dr. Thomas Keith. The patient was 
doing very well. The temperature has been for two days normal, 
and never rose at any time since the operation to a higher point 
than 99°°8. The tumour and its contents weighed twenty pounds. 

Dr. Witson showed a fcetus and placenta from a case of 
accidental hemorrhage, which somewhat resembled that brought 
before the Society by Dr. Macdonald at last meeting, but, he was 
thankful to say, with a different result. 

Dr. Buist showed a fattily degenerated placenta. Movement 
had ceased about a week before the child was born. 

Dr. Buist showed the fluid from a vaginal cyst. There were 
two drachms in quantity. It was clear and watery when first 
removed. 

Professor Simpson read a Paper entitled ‘‘Head Flexion in 
labour.” 

Dr. UNDERHILL commended the Paper as one of high value and 
scientific interest. 

Dr. Younc had listened with great pleasure to the Paper. He 
thought there was not room for much discussion, as to him the facts 
were conclusive. 
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Meeting, Wednesday, 12th March, 1879. 


Dr. Witson, President, in the Chair. 


LVote on Senile Prolapsus Uteri. 
By Dr. Croom. 


My object in bringing this very short Note before the Society is to 
draw attention to the use of Thomas’s pessary in senile prolapsus 
uteri. I daresay ] am not singular in stating that this displace- 
ment is a most troublesome one to manage. No better proof of 
this can be found than the endless variety of instruments that have 
been devised to relieve the symptoms. It is needless to mention, 
much less describe, the numerous forms of pessary in use for pro- 
lapsus—including ball, ring, shelf, and spring pessaries, of different 
shapes and materials. I believe that a well-fittmg Hodge pessary 
will usually be found more serviceable than any other. Of course, 
no one form of pessary will meet the requirements of every case, 
and therefore the Lever, Gariel-ball, Cutter’s, or the stem and disc, 
are useful varieties. There is, however, a class of cases in which a 
certain degree of cystocele with prolapsus and retroversion is found 
to be the condition on examination, difficulty in walking and fre- 
quent micturition being the prominent symptoms. ‘This is the case 
often in women after the menopause. The anterior wall of the soft 
non-contractile vagina of the old woman, deprived ftom previous 
labours of the support of the perineum, becomes prolapsed, and as 
it descends drags with it the withered and atrophied uterus. As 
the organ slips gradually deeper down into the cavity of the pelvis, 
the fundus rolls back into the hollow of the sacrum, and the cervix 
is directed in the axis of the outlet. In proportion as the anterior 
wall of the vagina prolapses, the posterior wall of the bladder 
descends with it, so that if a sound be passed along the urethra into 
the bladder, its point will be felt through the anterior vaginal wall. 
The following cases are illustrations of this condition :— 

CasE I.—Mrs. K., aged sixty-two, multipara, presented herself at the 
dispensary complaining of much weakness and pain in her back, 
difficulty in walking, and frequent calls to pass water. 

On Examination per Vaginam.—The anterior wall of the vagina 
is protruded to the extent of three-quarters of an inch. ‘The 
perineum is deficient to within half an inch of the anus. The 
cervix uteri is felt low down, in the axis of the outlet. On making 
the patient cough, or on examining her, per vaginam, in the erect 
position, the cervix descends to the ostium vagine. Bimanually, 
the fundus uteri is discovered in the hollow of the sacrurn, and with 
the sound the size of the uterus is diminished half an inch. 

After trying various forms of pessary without affording the 
patient material relief, I introduced a Thomas’s, with the result 
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that the patient was freed of her distress, and remained so still (four 
_ months after). The pessary has been removed or changed three 
times. 

Case II.—Aged fifty-seven, a multipara, came to the dispensary, 
complaining that her urine passed from her involuntarily on the 
least exertion, and that she had constant dragging in her back. 

On Examination—The anterior wall of the vagina is prolapsed 
beyond the vulva. The perineum is deficient down to the sphincter 
ani. ‘The uterus is prolapsed, retroverted, and small. The meatus 
urinarius is patulous ; and, on passing a sound into the bladder, it 
is directed backwards and downwards, and its point can be felt 
through the anterior vaginal wall. 

Both the Hodge and ring pessary were tried, but neither would 
remain in the vagina. A large Thomas pessary was ultimately 
introduced. Two days afterwards the patient returned, complain- 
ing that although the frequent calls to pass water had diminished, 
yet she felt more pain than formerly. The pessary was withdrawn 
and a smaller one introduced. ‘The patient has been seen every 
week since, and declares that she feels no discomfort whatever. 
She was seen last week, and as the india-rubber articulation is be- 
ginning to give way, a fresh pessary was introduced. 

Case III.—Mrs. M., aged sixty, multipara, has for twenty years 
suffered from falling of her womb, and has used, by the advice of 
various physicians, many different forms of support, with varying, 
but, as a rule, unsatisfactory results. Her most troublesome symp- 
tom is incontinence of urine. 

Examination per Vaginam.—Anterior wall of vagina prolapsed. 
On passing a sound along the urethra, it passes backwards and 
downwards into the prolapsed mass, through which its point can 
be felt. The cervix has descended to within an inch of the ostium 
vagine, and the uterus is retroverted and small. Vagina low and 
capacious. ‘There is considerable rectocele. 

1st May.—A ‘Thomas pessary introduced. Patient to return in a 
week. 

tock May.—Since introduction, the patient has had complete 
comfort. 

207i May.—Urinary symptoms very much improved. 

Case IV.—An old lady of seventy, a multipara, had complained for 
years of frequent calls to micturate, especially when walking or 
exerting herself. 

On Examination.—The perineum is deficient to within half an 
inch of the sphincter. Anterior vaginal wall and uterus consider- 
ably prolapsed. 

Without trying any other form of pessary, a Thomas was intro- 
duced, which she has since—four months—worn with comfort and 
relief to the symptoms. 

The object aimed at in treating these cases is to retain the 
anterior wall and bladder in position, to support the uterus as a 
whole, but especially the retroverted fundus uteri. These various 
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points are effected by means of the pessary. It is simply a Meig’s 
ring, to the anterior part of which is articulated a movable limb. 
It is jointed to the ring by means of two bands of india-rubber. 
The pessary, when introduced, meets the indications of treatment 
which I have just mentioned. The movable bow is placed in front 
of the cervix, and by its elastic pressure pushes up the roof of the 
vagina, and with it, of course, the anterior wall. The india-rubber 
tubing, forming the anterior limb of the ring, lying well up behind 
the meatus, still further assists in keeping the anterior wall in posi- 
tion. ‘The posterior bar acting in the same way as the posterior 
bar of the Hodge, tends to support and replace the retroverted 
fundus. All forms of hoop or ring, used in cases where the perineum 
is wanting, have a tendency to slip out. ‘The fact of the uterus 
being retroverted, and the cervix as a result looking more or less 
forwards according to the degree of retroversion, causes the anterior 
movable bow to lie not only in front but above the cervix, and in 
this way it has a considerable advantage over the ordinary Hodge 
and its modifications. 

As is well known, the instrument was devised by Thomas as a 

means of supporting the body of the uterus in cases of anteversion, 
but, acting in the way I have just mentioned, it is capable of 
giving considerable relief to this form of prolapsus uteri, or rather 
that stage of prolapsus uteri which is accompanied by retroversion 
and cystocele. Like every other mechanical support, it has disad- 
vantages :—(t) The india-rubber articulation to the anterior bow 
sooner or later gives way from action of the vaginal discharge on it. 
The result is, that the instrument, losing its support from the cervix, 
is apt to fall out. (2) It must be borne in mind that unless the 
pessary be frequently examined, it is apt to cause injury by its 
pressure in front of the cervix. 
_ It is very far from my intention to suggest that this form of 
pessary should supersede the valuable pessaries at present in use ; 
but I have been glad to resort to it in those cases when, from the 
deficiency of the perineum, and laxness of the wall, other pessaries 
have failed to retain their position, and where either a pessary with 
an external support—which is always objectionable—or an opera- 
tion, must have been had recourse to. 

The PRESIDENT thanked Dr. Croom for his communication. 

Dr. UNDERHILL thought the Society was indebted to Dr. Croom 
for his observations and for showing Thomas’s pessary. He had 
never made use of the instrument, but would take an early oppor- 
tunity of doing so, and from the way Dr. Croom had commended it 
he anticipated favourable results from its use. 

Dr, KEILLER felt indebted to Dr. Croom for his Paper. He had 
always found a difficulty in dealing with these cases, especially in 
elderly women, in whom the perineum was more or less destroyed. 
He had tried almost all kinds and all forms of pessaries. He had 
also had recourse to various operative procedures for the relief of 
this distressing condition, such as removal of the redundant vaginal 
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mucous membrane, but with varying success. Referring again to 
pessaries, he thought one of their chief faults was their tendency to 
fall out, to remedy which many supports might be tried. ‘The 
circular pessary introduced by Dr. Charles Bell to this Society, with 
its external limb resting on the pubis in a fixed point, was an 
excellent one in many cases. In many old women labouring under 
symptoms of prolapsus, constriction of the vagina exists, and in such 
cases a pad with bandage externally will be often found sufficient. 
He alluded to the evils of too long retention of pessaries, and 
detailed a case in which the instrument became imbedded in the 
vaginal wall, was the cause of a foetid discharge, which was mistaken 
for that arising from malignant disease, and it was necessary to cut 
it out before extraction could be effected. This case terminated 
fatally. 

Dr. JAMES YouNG had seen many cases of prolapsus. In regard 
to Thomas’s pessary, he had the opportunity of using one lately in a 
case of anteversion. ‘The pessary had not a fixed bar similar to the 
one exhibited by Dr. Croom. The two bars were pressed together 
_ after being introduced, rendering it almost impossible to place the 
cervix between. With Dr. Croom’s pessary he anticipated no diffi- 
culty, as the anteversion bar was fixed, and could not be put in 
contact with the posterior shoulder, either before or after its location 
in the vagina. 

Dr. Croom thanked the Society for the reception of his Paper. 
He had nothing further to add, except to say that he quite agreed 
with Dr. Keiller as to the inutility of pessaries in constriction of the 
vagina. 


Dr. Fouts then gave a demonstration, which was illustrated by 
numerous diagrams and drawings, as well as microscopical and other 
preparations, of his further researches on the 


Development and Structure of the Ovary. 


Dr. Hart expressed for Professor Simpson his great regret at 
having to leave the meeting before the conclusion of Dr. Foulis’s 
demonstrations. Dr. Hart considered there could be little doubt of 
the correctness of Dr. Foulis’s conclusions as to the origin of the 
cells of the follicular epithelium from the cells of the stroma of the 
ovary. He referred to a diagram published many years ago by 
Leopold, purporting to support Waldeyer’s view, but in reality he 
believed it was strongly confirmatory of the correctness of Dr. 
Foulis’s observations. 

Dr. UNDERHILL had listened with very great pleasure to Dr. 
Foulis’s clear demonstration. In regard to the great point of 
dispute, what comes of the germ-epithelium which is not developed 
into primordial eggs, he quite agreed with the conclusions of Dr, 
Foulis that the connective tissue-stroma supported the growing ova. 
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Dr. Foulis’s last observations on the peculiar form taken by the cells 
on the outside of the ovum was full of interest. 

Dr. KEILLER reminded the Society of the former occasion on 
which Dr. Foulis had favoured them with an able communication on 
the early formation and development of ova in the ovary—a subject 
of minute investigation, with which the name of ‘ Foulis’” had now 
become most honourably associated. Dr. Foulis had taken a place 
in the foremost ranks of “ ovologists ;” his researches and observa- 
tions had not only attracted the special attention of the most 
eminent ovarian expounders, but have been freely acknowledged by 
the ablest of our living physiologists to have led to a change in the 
views they had long cherished and taught in regard to the develop- 
ment of ova and the histology of the ovary. Dr. Keiller was present 
at the meeting of the Royal Society when Professor Turner com- 
municated Mr. Foulis’s novel views on the ovary and ova, and had 
the satisfaction of hearing Dr. Allen Thomson—an authority of high 
order on ovology—express his entire acceptance of the conclusions 
which Dr. Foulis had then arrived at, and which the further and still 
more convincing communication now given seemed so fully to 
establish. It was gratifying to hear Dr. Foulis again extol the name 
and fame of an old friend and fellow-student in the well-remembered 
‘Brown Square School” of this city, and he confessed at now 
thinking back with no small feeling of pride at having then success- 
fully competed for a special anatomical prize with one whose early 
and special researches he had frequently witnessed, though with too 
little appreciation of their intrinsic and prospective value. He 
alluded to Martin Barry, whose views as an accomplished ‘ ovolo- 
gist” Dr. Foulis, by his own independent and more recent investiga- 
tions, had found to be, as he had told us, wonderfully correct. 
After listening to the able exposition we had just heard, and seeing 
the beautiful preparations and drawings exhibited in illustration of 
the formation of the ova and Graafian follicles, no one present could 
reasonably doubt the truthfulness of the views entertained and so 
clearly demonstrated by Dr. Foulis, who had, indeed, honoured the 
Society on this as well as on former occasions by favouring us with 
an early communication on the important results of his laborious 
research. This Society, therefore, being specially indebted to Dr. 
Foulis for his extreme attention to and great enlightenment on an 
organ—but for which there could neither be obstetrics nor obstetri- 
cians, and consequently no Obstetrical Society—he (Dr. Keiller), as 
the senior member present, had the utmost pleasure in proposing 
that a cordial vote of thanks be now given to Dr. Foulis for his 
extremely interesting and important contribution. 

The PRESIDENT warmly thanked Dr. Foulis for his interesting and 
instructive demonstration on this difficult subject, which he had now 
made peculiarly his own. 

Dr. Croom having expressed his high appreciation of Dr. Foulis’s 
researches, 


Dr. Fouts thanked the Society for the cordial reception he had 
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met with, and stated his intention of pursuing his investigations still 
further, and also of taking up the structure of the testicle, which, 
however, as a tubular gland, differed very materially from the ovary. 


Meeting, Wednesday, 19th March, 1879. 
Dr. Witson, President, in the Chair. 


Mr. J. Douglas Watt, M.B., Dr. D. Greig, Mr. Thomas Marshall, 
M.B., Dr. Abraham Wallace, Mr. J. R. Hamilton, M.B., were 
admitted Ordinary Fellows of the Society. 

Dr. James Younc exhibited an oblong placenta of irregular shape 
124 inches by 5 inches broad. 

Dr. Witson showed a placenta, with commencing hydatigenous 
degenerations, from a two months’ abortion. 

Professor Simpson exhibited a pair of Simpson’s forceps, to which 
he had fitted a Tarnier’s traction-rod upon the back part of the fene- 
strum of each blade. The handles were so altered with a notch and 
bar and screw attached, as to enable the operator to consolidate the 
forceps before proceeding to retract by tightening the screw to the 
necessary extent. 


On the Prevention of Mammary Abscess. 


By W. ALLAN JAMIESON, M.D., F.R.C.P., Lecturer on Diseases of the Skin, 
: Edinburgh School of Medicine. 


There is, perhaps, nothing more disheartening to a young mother, 
hor any puerperal ailment, not dangerous, which weakens her more 
than what is known as a gathered breast. It is not my intention 
to enter at all into the question of the treatment of such a con- 
dition, but to direct attention to some of the causes which lead to it, 
and to suggest measures calculated in my experience to prevent its 
occurrence. And here a circumstance may be mentioned in con- 
sequence of which the Edinburgh practitioner possesses an immense 
advantage over his brethren in many other places. There is no 
rule so universally acted on here, by the common consent both of 
doctor and patient, than that of every parturient female engaging 
some time before her confinement the services of a medical man. 
Such is not the case everywhere, however. Nothing is more 
frequent in country districts than for a doctor to be summoned to 
attend in labour an utter stranger, whose acquaintance he makes for 
the first time at her bedside during an interval between the pains. 
Much is lost by both parties by neglecting to engage a medical 
attendant, the patient loses opportunities of obtaining valuable 
hints which might have saved her much anxiety and often much 
suffering, the doctor chances of correcting miscalculations as to date 
of being laid up, and also of judging in some degree of possibilities 
of a slow or rapid labour. ‘The benefits are so great and so obvious 
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that it is mysterious why the plan is not universally followed ; that 
it is not so, is mainly due to a want of firmness and unanimity on 
the part of the medical profession. The suggestion recently made 
that pregnancy as well as labour should be regularly watched over 
would, if carried out, do much to diminish post-partum mortality, 
and to facilitate the process of labour; but as many women, from 
a sense of delicacy, shrink from anything like supervision during 
what they have been led to regard as a natural course of events, the 
advantages to be gained from even one interview with their future 
attendant should not be lost sight of. 

The ordinary causes of mammary abscess occurring during the 
period of some weeks succeeding parturition are four in number. 

1. Distention of the milk ducts, or of a part or the whole of the - 
gland, due to some obstruction to the free secretion of milk deeper 
than the nipple. This is often directly due to exposure to cold 
before the function of the organ is fully established, and the system 
has become habituated to the new demands made on it for the 
performance of lactation. 

2. Imperfect development of the nipple itself, the nipple being 
retracted or malformed, or either wholly or partially impervious to — 
the milk formed in the gland. Sometimes this atrophic state is 
due to abscess of the mamma in early infancy, the turgescence and 
inflammation so often met with in the breasts of children soon after 
birth having run on to abscess, and the subsequent condensation 
having choked up the nipple. Another cause is, however, long- 
continued moderate pressure during early womanhood, the nipple. 
being flattened by hard, ill-fitting, or tight stays; and the breast — 
itself compressed by dresses made too narrow across the chest. 
This condition of the nipple is found when one breast alone, 
most frequently in the left, being then not unlikely associated with 
the apposition of that side to the desk in the act of writing, or the 
mode in which the left breast is liable to be impinged on by the q 
arm in sewing or knitting. P 

3- The imitation of abraded or fissured nipples. 4 

4. When constant attempts at suckling are made, and either the — 
gland itself secretes feebly from its own imperfect development, or — 
the mother’s blood is deficient in milk-forming material, localised q 
hypereemias are apt to be induced, and eventually end in deep ; 
abscesses. : 

Such being the causes of abscess of the mamma, let us see what — 
means are at our disposal to prevent them from coming into play, — 
for the real lies much deeper than the apparent origin of the ~ 
mischief. Thanks to fashion, the stays of the present day are 
much less injurious than those of some short time back—if they — 
descend more deeply over the hips to accommodate their wearers — 
to the exigencies of a Princess’s costume, they at the same time do — 
not cover the bosom so high up. Ladies declare stays to be neces ~ 
sary articles of dress, and they must be admitted to be the best — 
judges ; but while conceding this much, stays should be so made 










Obstetrical Society of Edinburgh. S17 


as to support the breast without at all pressing on the nipple. 
They should, in fact, either not reach to the nipple, or have a 
crescentic portion removed from the centre of the upper margin on 
each side to leave the nipple free. In Austria, where full busts are 
the rule, mammary abscess is, I have been informed, much less 
common than with us; but then there, besides a natural proclivity 
due to race, a certain degree of cultivation is undoubtedly resorted to, 
it being regarded as a positive misfortune to be deficient in that 
respect. During the virgin state, therefore, no undue restraint to 
the growth of the breast should be permitted, and healthy outdoor 
exercise, and the practice of such amusements as archery and lawn- 
tennis, which are incompatible with dresses tight over the chest, 
should be encouraged in every way. By these means the aptitude 
for functional activity is best maintained by the gland during its 
period of dormancy. 

When conception has taken place, among the earliest symptoms 
of its occurrence are those manifested by the mammary glands, 
evidenced by stinging or pricking sensations, increasing fulness 
and weight, and all those objective alterations in the areola and 
nipple so often described. These subjective feelings appear to me 
to be Nature’s summons to attention—a prayer for aid in assisting 
to prepare the gland for the important office to be discharged by 
it in furnishing food for the infant after birth. Yet, in most cases, 
how little note is paid to the warnings thus given! While all sorts 
of instruments have been devised for drawing out the nipple after 
parturition, it has been in great measure forgotten that all this pain- 
ful and troublesome process might have been avoided by systematic 
regular attention to the nipple during pregnancy. This should 
consist in washing the nipple once or twice every day with soap 
and warm water, during which ablution the nipple should be 
pressed and drawn out; and further stimulation should be excited 
by rubbing rather firmly, after drying, with eax de Cologne or equal 
parts of brandy and water. It is not often that we have the oppor- 
tunity granted us of recommending the commencement of this pro- 
cedure very early in pregnancy, but when we are engaged to attend 
at the approaching confinement we ought to make a point of giving 
these directions, which are invariably gratefully received. Though 
more absolutely necessary in the case of primiparz, they are almost 
as valuable’in multiparous females, and should also be impressed 
on them. Besides the mere mechanical influence exerted by friction 
and manipulation, a further effect is produced by the frequent 
direction of the thoughts to-the breast and nipple. Dr. Carpenter* 
quotes Sir H. Holland’s remark that the “ strong and continued 
direction of the attention to a part in all probability affects either 
its innervation, or its circulation, or both.” Mr. Heath,7 in his 
“Lectures on Diseases of the Breast,” says, “that friction, if pro- 
longed, will induce hypertrophy not merely of the nipple but of the 





* British Med, Fournal, 14th December, 1878. t Lancet, 6th May, 1871. 
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breast, is shown by a case which came under my notice some years 
back, in which the lascivious manipulations of a lover extending 
over many months had resulted in a veritable hypertrophy of the 
whole organ.” We have ground, then, for believing that this treat- 
ment of the breasts during pregnancy seems to afford legitimate 
scope for the influence of “ expectant attention ;” to be really useful, 
however, it must be thoroughly carried out and persevered in daily 
till labour sets in. When these measures have been faithfully 
followed, we have a means of judging whether a nipple is hope- 
lessly atrophic, and unfit to nurse with or not, when we examine the 
breasts after delivery is completed. Ifno reaction has followed, 
and the nipple remains flat, and especially if, on pressing our fingers 
behind it, it conveys the sensation of being firmly bound down, the 
probability is great that attempts at suckling, at least with that breast, — 
will be fruitless, and, if persevered in, will almost certainly end in 
abscess. Cautious, very cautious, attempts may indeed be made all 
the more freely if some milk can be squeezed from the nipple; but 
we must be actively on the alert for a more than possible failure, and 
be ready to apply cooling lotions—belladonna, perhaps leeches, or 
gentle elastic pressure to limit the first symptoms of congestion of 
the organ. I have several times in former years seen abscess result 
from ill-judged persistence on the part of the nurse to induce a 
mother with an impervious nipple to continue attempts at suckling. 
It is good policy, then, to desist in time. 

When the nipples have been prepared for the demands of nursing 
in the mode described, it is seldom that fissures or hacks of any 
moment arise during its performance. But when such measures 
have not been adopted during pregnancy, and even in spite of 
them, when the skin is delicate, or the infant’s mouth is affected 
with aphthe, cracks and abrasions of the nipple take place, and must 
be properly treated, otherwise abscess is very likely to supervene. 
The remedies for sore nipples are innumerable. Having tried most 
of them with various success, I have for some time employed one ~ 
only, which has rarely indeed failed to effect a speedy cure, pro- — 
vided the case has not been too long of being attended to. The 
collodium flexile of the Pharmacopoeia answers every indication ; it 
forms an efficient protection from the air; by its contraction, tends 
to draw the margins of the fissure together, and does not injure the 
infant—a most important point not always regarded in some of the 
remedies recommended. The collodium flexile may be painted on 
several times a day, the nipple being first dried, and the sides of the 
crack pressed together. When the child is put to the breast the 
film covering the point of the nipple may be peeled off so as to allow 
the milk free egress from the mamillary tubules. z 

When an organ in the discharge of its function is strained, either 
from inherent weakness in itself or from debility of the general ~ 
system, the contractile power of its vessels is lowered, and a form of | 
congestion is induced which may go on to the formation of abscess. 
This is especially apt to occur in the mamme of weakly or ill- 
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nourished women, and here the prophylaxis of abscess consists in 
the recognition of this fact. When efforts at suckling are attended 
with pain in the breast, and down the arm on its inner side, or the 
gland feels, after feeding the infant, tired and strained, and more 
particularly if the mother herself seems to suffer in health and appe- 
tite, and develops hysterical symptoms, the attempt to nurse should 
gradually be given up. 

Due attention to these matters, which may perhaps be regarded in 
the light of minor articles of detail, does not seem to me to have 
been always hitherto paid, and a feeling of this has induced me to 
make the foregoing suggestions, which I hope may aid in lessening 
the frequency of mammary abscess. 

Dr. KEILLER thought the subject interesting and important. 
Fissures of the nipple and mammary abscesses were undoubtedly 
common. He attached importance to previous preparation of the 
nipple and breast in the prospect of delivery, but at the same time 
observed that caution should be used in whatever means were 
adopted, as it was possible to irritate the breast, and even reflexly to 
excite uterine contraction by touching the nipple too much. 
Hardening lotions with spirit or brandy might be used, or emollient 
or soft rubbing, as the case might require. He considered that 
fissures of the nipple were too often induced by injudicious pressure 
on the nipple by tight clothing. To prevent this he referred to a 
kind of shield with a hole in it, to allow the nipple to rest in, intro- 
duced by Mr. Sidey. He agreed in the view expressed in the Paper 
now read, to prevent mammary inflammations terminating in 
abscesses, is to prevent an immense amount of bodily and mental 
suffering at a time of weakness and constitutional strain already 
sorely tried, and therefore ‘“ prevention is better than cure” in most 
of the cases referred to. 

Professor Simpson commended Dr. Jamieson’s Paper. The sub- 
ject was one of interest. He was struck with the great frequency of 
left mammary abscess as remarked on by Dr. Jamieson, and he 
thought the observation was correct. One breast was usually more 
functionally active than the other. Dr. Sidey’s nipple-protector he 
had found of service, or a modification of it, with a thinner plate 
made of gutta-percha. A Wandsborough shield with the end cut off 
it answered the same purpose. 

Dr. CHaRLES Bett had listened with pleasure to the Paper. In 
_ his experience, such was the delicacy of ladies that they shrunk from 
receiving advice about the breasts or nipples before delivery. The 
left breast, he thought, was usually larger than the right. Women 
generally preferred to suckle with the left breast. For cracked 
nipples a simple poultice was useful, followed by the application of 
alum. He did not think that a sunken condition of the nipple was 
always the cause of sores. He thought the child should be apphed 
soon to the breast after delivery, and mentioned the case of a 
patient lately in which delay in doing so had resulted in threatened 


_ abscess, 
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Dr. James Younc could not agree with Dr. Charles Bell as to the 
difficulty in getting patients to receive advice in regard to the prepa- 
ration of the nipples in view of nursing. Young married ladies 
could always be approached by the mother or nurse, and advice 
given, which he regarded as of the utmost importance, “especially i in 
primiparous patients. When the nipples were chapped, the best 
application was the lotion (their names are legion) of the late Dr. 
Macdougall, of Galashiels. 

Dr. NaPieER mentioned the use of a nipple shield of lead, which 
he had found of service. Quinine had been suggested by some as a 
prophylactic in mammary abscess. 

Dr. UNDERHILL thought Dr. Jamieson did not lay sufficient stress 
on the constitutional conditions which predisposed to mammary 
abscess. He referred to a case in which a primipara who made no 
attempt to nurse had abscesses in both breasts. This, however, 
appeared to be a rare occurrence. 

Dr. JAMES CARMICHAEL alluded to two cases of uel small 
abscess in the neighbourhood of the nipple he had lately met with. 
In both of them the milk spontaneously left the breast after the 
abscess had discharged, the other breast doing the work of both. 
He had met with many similar cases in the course of practice, and 
was always struck with the readiness, so to speak, with which one 
breast could discharge not only its own duty, but that of the other 
when called upon to do so. - 

Dr. Jamieson thanked the Society for the reception given to his 
Paper. - He approved of applying the child in all cases soon after 
delivery. As to Dr. Bell’s objection to approach patients regarding 
preventive measures, he thought there could be no difficulty if it was 
done in a proper manner. 


On Dystocia with Dorsal Displacement of the Arm. 


By ALEXANDER RUSSELL SIMPSON, M.D., Professor of Medicine and Midwifery, 
and the Diseases of Women and Children in the University of Edinburgh. 


In 1850 Sir James Simpson made his well-known communication* 
to this Society on a “ New Form of Obstruction in Head Presenta- 
tions from Posterior Displacement of the Arm.” In 1859 Mr. J. 
Jardine Murray,t of Brighton, met with a similar case which he 
recorded, accompanied with some remarks by Dr. Eastlake. In 
1862 Mr. Cox, of Sudbury, among other cases in midwifery, recordst 
a case of convulsions where the head presented ‘‘ with the forearm 
placed across the back of the head.” In 1867 Professor Playfair§ 
published “ Notes of a Case of Difficult Labour due to Displace- 


* Edinburgh Monthly Fournal, 1850, p. 389, and ‘‘ Selected Obstetrical 
Works,” p. 381. 

+ Medical Times and Gazette, 1861, i. p. 627. 

+ Dublin Quarterly Fournal of Medical Science, xxxiv. p. 281. 

§ British Medical Fournal, 1867, i. p. 194. 
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ment of the Child’s Arm,” in which after the delivery had been 
effected by craniotomy, it was found that the arm was displaced 
behind the head. In 1868 Dr. Angus Macdonald* contributed to 
our Transactions the history of two cases of this form of dystocia 
that had come under his observation. And in 1870 Mr. Lambertt 
described the subject more fully in a communication founded on a 
case of arm displacement, which did not, however, strictly belong 
to the same category, seeing that the forearm had fallen down below 
the head, although the arm occupied an unusual position, and was 
placed in relation to the posterior instead of the anterior part of the 
head. Reference to these, or some of these cases, form the staple 
of what systematic writers give when treating of this subject ; and in 
Crédé’s} exposition of the disturbances of labour from displace- 
ment of the arms along with the presenting head, he describes the 
dorsal displacement in this single sentence : “In very rare cases the 
upper arm places itself as far as the elbow straight up along the head, 
whilst the forearm lies in behind, in the nucha of the child.” 

A week ago, on the rgth instant, Dr. M‘Watt asked me to see an 
out-door Maternity patient, as my colleague, Dr. Macdonald, was 
unwell. The woman, Mrs. M., thirty-one years of age, had already had 
six easy labours at the full term, the last eighteen months previously. 
She was last unwell in June, quickened in October, and was taken 
in labour before 8 P.M. on the 18th inst. She was ill all night. When 
seen in the morning, the os uteri had been found but slightly dilated, 
and the head presenting, but difficult to reach. She had had strong 
and constant uterine contractions all the day of the r9th. At6p.M., 
the os having been well dilated, and the head not descending, the 
membranes had been ruptured by Mr. Wilson, the student in charge 
of the case, who felt then that there was some displacement of the 
hand. From this time, though the pains had been continuous, the 
labour made no progress. On the contrary, the uterine orifice 
seemed to have become narrower, and when Dr. M‘Watt had visited 
her at 9 P.m., he found the uterus acting irregularly, and, having 
introduced his hand so far as to recognise the dorsal displacement 
of the arm, came to ask my aid in the delivery. 

I found matters as they had been described to me by Dr. M‘Watt. 
The external orifice of the uterus was deeply fissured from the 
previous labours, so that the anterior and posterior lips hung loosely 
apart. The head of the child was high up, quite above the plane of 
the brim. Four fingers were passed at once into the vaginal canal, 
so as to get better access into the uterus, the walls of which were in 
a state of continuous retraction, with occasional painful efforts at 
more active contraction. ‘The internal os was resistant. The head, 
which was of small dimensions, was high in the right occipito- 
anterior position ; and to its left side, between the ear and the sym- 


* Edinburgh Medical Journal, 1869, i. p. 59. 
+ Transactions of the Edinburgh Obstetrical Society, ii. p. 203. 
t Klinische Vortrage uber Geburtshilfe, p. 503. 
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physis, the elbow could be distinctly felt. The uterine walls were 
firmly closed round the child, and the tense fibres in the lower seg- 
ment of the uterus formed a kind of shelf, on which the projection 
formed by the displaced arm was arrested. The child had not come 
into any relation with the pelvis, and the whole play of the labour 
was going on within the uterus itself. We chloroformed the patient 
so that the exact relation of the head and displaced left arm could 
be more clearly made out; and as her energy was exhausted and 
her pulse beginning to rise, we delivered her easily with a pair of 
Tarnier’s forceps. When the head was drawn into the pelvis, the 
arm remained within the uterus and came down afterwards with the 
trunk. Strong compression of the uterus was required for the sepa- 

ration and expulsion of the placenta. | 

The child was a rather small female. After it was born it was 
easy to place the left arm, which was slightly congested, in the situa- 
tion in which it had been felt in relation with the head z7 wero. 

Frequency of Arm Displacement.—The relative frequency of head 
first labours complicated with procidence of one or both of the 
upper extremities, is variously given by different authors. Madame 
Lachapelle* found in 15,652 labours only eight with a procidence of 
the upper extremities either alone or with prolapsus funis. Heckery 
gives eight in 3339, or 1 in 417 cases of descent of arm with head, 
as the statistics of the Munich Hospital. Pernicet has out of 2891 
labours 43 in which there was descent of hand or arm alone or with 
the cord, from the Halle Maternity. In the records of our own 
Maternity, Dr. M‘Watt finds 5 cases of descent of the hand or arm 
along with the head, among 2512 labours. The diversity of the 
figures may be due to the circumstance that, in some of the institu- 
tions, a note is only taken of cases where the whole arm was pro- 
cident, or led to some delay in the labour, whilst in others all the 
possible deviations in the relation of the upper extremities were © 
registered. In the Halle statistics, for example, there were only 8 
out of the 43 cases that were full arm displacements. The 
remainder were displacements of one or both hands simply, or of | 
hand and cord. , 

Degrees of Displacement.—I1 have met with illustrations of the 
three different degrees of displacement. 

1. Of the Hand.—I have sometimes felt the hand with the fingers 
placed at the side of the head, or spread over the parietal bone 
through the yet unruptured membranes, and have seen, as is so 
commonly the case, that it was withdrawn beyond the head, so that 
when the waters escaped the head passed on alone. 

2. Of the Forearm.—I have met the forearm coming through the 
brim of the pelvis, along with the head, when the second stage was 
beginning, and found it then easy to be replaced. 


* “Pratique des accouchements,” iii. 214. + Klinik der Geburtskunde, ii. 144. 
+ “ Die Geburten mit Vorfall der Extremitaten neben dem Kopfe.” Leipzig, 
1350. oF, Et, ; 
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3. Of the Arm.—But the really difficult cases are those, of which 
I have also seen illustrations, where the upper segment of the arm 
was thrown along the side of the head, whilst the hand and forearm 
preceded it through the pelvis. The dorsal displacement cases 
belong to the same category. The peculiarity in this special variety 
of displacement consists in this, that whilst the arm proper is applied 
to the side of the head, it is an unusual relation. Commonly the 
arm lies in front of the ear, its bulk being added to the shortest 
transverse diameter of the head—the bi-temporal—whilst the forearm 
either hangs below the head in the parturient canal or is applied 
flatly to the side of the head. Occasionally, however, the arm is 
applied to the side of the head, so that its bulk is added to the 
broader bi-parietal diameter ; and it is when we have the arm in this 
position, with the forearm flexed at the elbow, and the hand lying 
behind the occiput, that we have the special form of dystocia signal- 
ised by Sir James Simpson, and which was present in Mrs. M. 

Mode of Production.—To inquire into the manner in which this dis- 
placement comes about would thus lead us into the general question 
of the causes of the procidence of the upper extremities, whether 
these are to be found in fault of the first, the second, or the third 
factor of labour. On this discussion I do not propose to enter. 
But I cannot help expressing the opinion that in our patient the 
primary fault most probably lay in irregular contractions of the 
uterus. She was a multiparous female, as all the others have been 
in whom this variety of arm displacement has been observed; and 
the multipara is more prone to irregular action of the uterus than the 
primipara. The pains which kept this multipara awake the twelve 
hours of the night of the 18th, and which went on painfully and con- 
tinuously for ten hours of the following day, without leading to the 
usual rupture of the membranes, could not have been the pains of a 
regularly contracting uterus. The hand of the child was felt at the 
side of the head at the time the membranes were ruptured. ‘Three 
hours later it was beyond the reach of the exploring fingers, and 
though we could fancy it to have been drawn up by the muscular 
action of the foetus itself, we know that the lower segment of the 
uterus was by this time in a state of persistent retraction and inter- 
mittent action, so that the os then felt smaller than it had done 
when the membranes were ruptured. At the same time, I cannot 
doubt that the angularities of the compound fcetal presentation 
would tend to keep up the irregular action of the uterus already in 
process, and so a vicious circle would be established, under which 
without artificial aid the mother or the child, or both, would sooner 
or later have had a bad quarter of an hour of it. This leads me 
to offer a remark as to the 

Cause of the delay, in such cases. When the arm descends with 
the head, it may have a deléterious influence in various directions, 
apart from the obvious difficulty caused by the addition to the bulk 
of the presenting part. Thus Crédé and Hecker both point out the 
preponderant frequency with which the occiput is turned to the right 
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instead of to the left side of the pelvis in cases of arm procidence in 
general. This applies to the special condition under discussion. 
Of the six cases where the position is noted the occiput was to the 
right in three. Secondly, the elbow in some cases hitched on the 
brim of the pelvis and prevented its descent. Thirdly, we must 
theoretically believe that the head as it travels through the pelvis 
accompanied by the arm so displaced will be hampered in its usual 
movements, though of this we have no recorded observation. But, 
fourthly, in our case the delay was clearly due to the detention of 
the irregularly shaped compound presentation of the child within 
the irregularly contracted uterus. ‘There was certainly no hitching 
on the pelvis. The uterus and its contents might have been pushed 
simultaneously into the brim. ‘The head would have been free to 
pass under the impulsion from above of a truly acting uterus; but 
during an examination, one got the impression that the irregular 
projection of the elbow beside the head had the effect of an irritant 
on the uterine nerves, and disturbed the normal current of uterine 
action. 

Treatment.—I do not enter the wide field of the management of 
dystocia from arm displacement, or even from the dorsal displace- 
ment of it. In our case there seemed to me but two alternatives : 
on the one hand, sedatives might have been administered to allay 
the uterine irritation and arrest the uterine action. But the long 
escape of the waters and the commencing rise of the patient’s pulse, 
made the alternative indication of immediate delivery by forceps 
very clear. And on the other hand, there was every prospect that a 
force acting steadily on the head would either bring it alone through 
the cervix, whilst the elbow was detained above the contracted shelf 
in the lower segment of the uterus, or that if the arm descended 
with it, they would travel together safely through the roomy pelvis. 
The forceps, accordingly, was put on and the head alone came down 
in their grasp under a traction, which was very gentle, but which was 
kept up so continuously and so long, that when the head came to 
the floor of the pelvis, Dr. M‘Watt shrewdly remarked that surely I © 
was breaking one of the rules for the working of the forceps. He 
referred, of course, to the rule which teaches us to work only with 
pains, and where no pains are present only at intervals. But 
whereas powerful and uniriterrupted traction would have been likely 
to irritate the uterus, and might even have endangered its structures, 
we know that a spasmodically contracted part of it will yield to 
gentle, long-continued pressure either from below or from above. — 
Hence the traction which called forth Dr. M‘Watt’s criticism,—a 
traction which may beneficially be adopted in some other forceps 
cases also; and a traction, I may had, to which the Tarnier traction- 
rods lend themselves very kindly. 

Dr. Kr1LLER remembered Sir James Simpson’s first case. This 
complication almost always occurred in multiparous cases, induced 
by feeble and irregular contraction. It was difficult to diagnose by 
ordinary digital examination, and therefore when undue and unac- — 
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countable delay occurred in the progress of the case he did not 
hesitate to examine manually. Sir James Simpson delivered his first 
case by version. He recommended the administration of chloroform 
when in doubt about diagnosis, followed by the introduction of the 
hand, which was easily done if the accoucheur’s hand was not too 
large. In this way he had managed to get the arm pushed up in the 
interval of a pain, although turning was usually required. 

Dr. Kirk DuNncaNnson mentioned that one of Dr. Macdonald’s 
cases had occurred in his dispensary practice when a student. The 
forceps had been applied without bringing down the arm, and great 
difficulty experienced in extraction. After the arm had been 
brought down the forceps were reapplied, and extraction easily 
accomplished. 

Dr. P. A. Younc mentioned a case of arm displacement which 
had occurred in his practice. Head was in the left occipito-anterior 
position, arm was down and spread over occiput, and cord prolapsed. 
He had left the patient for a short time to procure chloroform, and 
before his return delivery was spontaneously effected. The child 
was alive. 

Dr. NAPIER read notes of a peculiar midwifery case. 

Dr. KEILLER thought the chief peculiarity in this case was the posi- 
tion of the forceps as described by Dr. Napier. The grasp of the 
applied instrument (one blade of which as shown by Dr. Napier en- 
circled the axilla of the child, and through which the required trac- 
tion had been used) was a most unusual one and not easily ac- 
counted for; a probable explanation of the mystery in this case 
seemed to be that of the child’s arm getting so displaced as to be 
within the reach and the grasp of the specially applied blade, which 
had been pushed up not only over the side of the head, but possibly 
over the displaced and ultimately included arm. 

Professor Simpson thought the position of the forceps due to 
prematurity of the child. 

Dr. PEEL Ritcuiz thought such a position of the forceps would not 
likely have occurred had the curved instrument been used. An 
argument in its favour might therefore be deduced. 
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A Complicated Midwifery Case. 
By Dr. M‘CLINTOCK. 


THE following history possesses interest chiefly on the ground of so 
many deviations from ordinary childbed having occurred in the same 
patient and on the same occasion :— 

The subject of the case was a lady aged forty-five, of rather tall, 
spare make, who fell in labour of her first child the 21st January, 
two years after the date of her marriage. She had been troubled 
for some days previously with spurious pains, which had caused her 
much annoyance and loss of rest. The accession of true labour 
took place about three weeks before the full term. The first stage 
proceeded very slowly, notwithstanding the use of the warm hip- 
bath, of chloral, and of chloroform inhalation. At the end of thirty 
hours from the commencement of actual labour the patient’s con- 
dition was as follows :—Her pulse varied from 116 to 120; she was 
hot, irritable, and much fatigued ; the pains were feeble and short ; 
the os uteri was only two-thirds dilated, so that its entire circum- 
ference was easily felt, whilst, in the absence of pain, it was tolerably 
thin and yielding to the finger ; the head was partially in the pelvis, 
but, of course, covered in great measure by the expanded cervix, 
and lay in the fourth position, the anterior fontanelle being directed 
to the right acetabulum. In the absence of uterine contraction I 
could touch the left ear behind the symphysis. There was some 
abdominal tympany, and the vaginal discharge was scanty and 
somewhat discoloured. On a careful review of her symptoms and 
state it appeared very desirable to terminate the labour; and the 
head being in the pelvis, and the os uteri free from any decided 
rigidity, the employment of the forceps seemed justifiable. In the 
first instance a dose of ergot was given; next chloroform was given 
at her own urgent request ; and then the blades of Beatty’s forceps 
(the same one I have been using for over twenty years) were cau- 
tiously and gently applied over the ears of the foetus, in true Smellie 
fashion, the tip of each blade resting on a cheek. The extraction 
of the head was conducted very slowly, and I was agreeably sur- 
prised at the ease with which it descended, and the readiness with 
which the os yielded to the dilating force thus applied to it. I 
should mention that the pelvis was well formed and the child a male, 
but small. The os did not show any tendency to prolapse with the 
descending head, which, having been changed into the first position, 
cleared the outlet in the course of fifteen minutes without any injury 
whatever to the perineum. The child was alive, but feeble. There 
was no trace on its head or face left by the instrument. 
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When compressing the belly, immediately after the separation of 
the foetus, I detected the presence.of two or three sub-peritoneal 
fibroid tumours (each about the size of a large Spanish chestnut) 
on the anterior and lateral surfaces of the uterus. The presence of 
these growths seemed in some degree to explain the inert action of 
the uterus, and made me apprehensive of further trouble in this 
(third) stage of the labour. These apprehensions were very soon 
realised, for hemorrhage set in almost immediately upon the birth 
of the child. After waiting for about fifteen or twenty minutes, and 
diligently using means to stay the loss and to get away the after- 
birth, but without any prospect of success, I proceeded to the 
manual extraction of the placenta. This was found to be somewhat 
difficult of accomplishment, as there existed a circular contraction of 
the uterus some distance above the os, which contraction offered 
very considerable resistance to the passage of the hand, though she 
had inhaled some chloroform at the outset of the operation. The 
placenta was found to be closely—indeed morbidly—adherent to 
the front upper part of the womb; its texture, too, seemed unusually 
soft and friable, so that in the attempts to get it away it broke down 
completely, and the hand had to be twice reintroduced to collect 
and remove fragments ; even so, I was conscious that a portion re- 
mained behind adhering to the uterus. 

She now got some ergot and brandy by the mouth, and 25 
minims of the fluid extract of ergot hypodermically. By these 
measures all hemorrhage was completely arrested, and she gradually 
recovered from the state of weakness to which she had been 
reduced. 

To counteract the effect of any septic discharge, the vagina was 
syringed twice a day with permanganate of potash or carbolic acid, 
properly diluted. The lochia were rather abundant and pale, but 
devoid of foetor. For nine days matters went on most satisfactorily 
—nho rigor, no fever, no pain, no tenderness, and a good secretion 
of milk. On the afternoon (about 3 o’clock) of the tenth day, how- 
ever, she was rather suddenly attacked, whilst lying in bed—from 
which posture she had not yet moved—with a very profuse hemor- 
rhage from the uterus. This was with difficulty controlled by the 
use of cold, ergot, and styptics, but broke out afresh some hours 
afterwards to a more alarming extent. In point of size the uterus 
at this time was scarcely perceptible behind the pubes, and the os 
uteri was so far closed as to offer resistance: to the introduction of a 
finger. A small fragment of placenta was found at the os and was 
easily removed ; it was not in any way offensive. The patient, as 
may easily be supposed, was very much weakened by these losses, 
and it appeared highly important to prevent, if possible, any recur- 
rence of bleeding—at all events until her strength could be recruited. 
Having first thoroughly syringed out the vagina with a weak carbolic 
acid solution, I introduced a large speculum ; a plug of absorbent 
cotton, thoroughly saturated with solution of perchloride of iron, 
was then pressed into the os uteri, and followed by a tampon of 
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cotton which closely filled the vagina. This done, three grains of 
ergotine were injected into the buttock. The stuffing of the vagina 
and os uteri was allowed to remain 27 sétw for thirty-six hours, during 
which time not one drop of blood was lost, nor after its removal was 
there any recurrence of hemorrhage, so that her subsequent progress 
to complete recovery was rapid and unbroken. 

I shall now, with your permission, briefly review the points of 
special interest in the foregoing history, and submit a few remarks 
upon each as we proceed. | | 

1. The first point, then, worthy of notice was the age of the patient. 
She was in her forty-sixth year. To meet with a frst labour at so 
advanced an age is extremely rare. Such never before occurred to 
me in private practice. Last year I delivered a lady aged forty-three 
of her first child, and even to that I do not remember any parallel in 
my experience among patients of the same rank of life. In Dr. 
Collins’ Report of the Rotunda Hospital, 28 women are stated to 
have been forty-five years or upwards, but the number of labours 
each of these women had can only be made out in five instances, and 
not one of these was a primipara. On looking over the tables in 
Drs. Johnson and Sinclair’s Report of same hospital, I find the 
entries of Zen patients, whose ages were forty-five years or upwards, 
and of these only 2 were delivered of first children—z aged forty-five 
and 1 aged forty-seven. During my own Mastership of same institu- 
tion, there were 18 women who gave their ages at forty-five or beyond 
it, and out of the entire number only ove (aged forty-six) was a 
primipara. Dr. Matthews Duncan has investigated this matter with 
his usual care and ability, and his tables show that of 185 women 
marrying after forty, only ¢we/ve produced first children. 

2. The next point worthy of notice in the above clinical history 
was the imperfect dilatation of the mouth of the womb, in spite of 
tincture of time and various relaxants. Three causes co-operated to 
produce this unfavourable condition—viz., (1) early escape of the 
liquor amnii; (2) the head occupying a fronto-cotyloid position ; and 
(3) feebleness of the uterine action—the first of these causes preju- 
dicially influencing the incipient dilatation of the os, and the last two 
causes retarding its complete dilatation. Multiplied experience has 
shown me that the second of these causes (¢.¢., an occipito-posterior 
position of the head) is very influential in retarding the dilatation of 
the os, especially if the membranes be broken ; and this holds good 
not alone in first but even in subsequent labours. Where this cause 
of delay is in operation it is of some importance to be able to recog- 
nise it, and abstain from measures that can do no possible good. 

3. In determining upon the use of the forceps when the os uteri 
was still little more than half dilated, the reasons which swayed me 
were these :—The general state of the patient plainly showed the 
necessity for a speedy termination of the labour, out of regard both 
for the child as well as the mother ; and the local conditions did not 
appear to preclude the easy application of the forceps. In fact, this 
was a most favourable case for carrying out Dr. Johnston’s practice ; 
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and, influenced by his example and success, I had no hesitation in 
employing the instrument, with due regard to all the precautions en- 
joined by him. I frankly confess that, had I obeyed the obstetric 
principles taught me at the outset of my professional life, I 
would not have entertained the idea; and I am bound to ex- 
press my sense of obligation to Dr. Johnston for pointing out, 
as no one had previously done, the safety and advantage with 
which the forceps may occasionally be used under these ex- 
ceptional circumstances. The man who first deduces and lays 
down a broad general rule does imminent service to his profession 
or art. Again, he who points out and defines a large class of 
exceptions to the rule is a benefactor. And, lastly, he who by care 
and penetration discriminates between individual exceptions, and 
demonstrates which of these may properly and advantageously be 
brought under the operation of the general rule—this man also 
advances our knowledge and extends the utility of our art. And 
this, in my humble judgment, is precisely what Dr. George Johnston 
has done. 

The foregoing case is the second within the past year in which I 
deliberately imitated Dr. Johnston’s practice. The other case—also 
a primipara of advanced age—gave much trouble, as the head was 
high up, just entering the brim; and though the amount of orificial 
dilatation was a trifle more, still the circle of os could be easily felt 
allround. Dr. Atthill saw this case with me, and we applied the 
long double-curved forceps. Immense force was required to extract 
the head, but the mother sustained no injury, and made an uninter- 
ruptedly good recovery. The child, however, was not saved. Four 
years ago I had a case exactly the counterpart to this, which Dr. 
Johnston saw with me. Barnes’ forceps was applied by Dr. Johnston, 
and a living male child extracted, which, with its mother, did well. 
These three cases constitute the amount of my experience of the use 
of the forceps with an imperfectly dilated os uteti. 

4. Although the presence of one or more sub-peritoneal fibroid 
tumours in the uterus is not likely to interfere directly with the course 
of labour, still I think that where there are two or more of them, as in 
the instance before us, they may have some influence in causing the 
uterine contractions to be irregular, or to be inert, as they were all 
through this case. 

5. The constriction of the uterus, which offered so great an 
obstacle to the passage of the hand up to the fundus, had its seat 
most probably in the upper part of the inner os, though at the 
moment it appeared to be higher than this. Had the hand been 
introduced sooner, this stricture would have offered less resistance, 
or, perhaps, would not have existed at all. I have always held 
the opinion that the earlier the hand is introduced after delivery 
the easier and less dangerous will the operation prove. This con- 
viction has, to a certain extent, influenced my practice, and, in 
consequence, I may have resorted to the operation somewhat 
oftener than other accoucheurs ; nevertheless, in thirty-five years’ 


530 Abstracts of Societies Proceedings. 


private practice I have never lost a patient who had undergone 
this manual extraction of the afterbirth. Do not, I pray you, let 
any one imagine from this statement that I would make light of 
the operation, as regards either its performance or its consequences. 
Quite the contrary; it is one both difficult and dangerous, and I 
never undertake it without extreme reluctance and a painful sense of 
responsibility. 

6. Although septicemia was much to be apprehended in this 
case, yet no symptom of such appeared throughout its whole course ; 
and this exemption I would attribute to the daily and careful use of 
antiseptic vaginal injections, and to the total absence of any peri- 
neeal laceration. 

7. Tne secondary hzemorrhage, you will remark, did not take 
place till the tenth day. When a small portion of the placenta 
remains zz utero, aS occurred in the case before us, hemorrhage 
seldom comes on till the fifth or sixth day, and oftener not till after 
the ninth day. 

About three years ago I saw, in consultation, a very bad case of 
secondary hemorrhage which had been going on for days, and had 
contributed to reduce the patient toa state of extreme weakness. 
Here I removed a bit of the placenta nearly three weeks after 
delivery, and all further loss of blood ceased. When I first saw this 
patient she had well-marked symptoms of pyzmia ; subsequently a 
large abscess formed on the forearm, and she got severe phlegmasia 
dolens of one leg. She survived these accumulated troubles, .how- 
ever, and eventually regained perfect health. 

The PRESIDENT said they had heard this interesting case brought 
forward by Dr. M‘Clintock in his usual able and perspicuous 
manner. ‘There were a great many points raised in it of particular 
interest to the members of the Society, and he (the President) would 
be happy to hear any expressions of opinion that those present 
might wish to give. 

Dr. DoyLeE said that a case in which the forceps had to be used 
before the dilatation of the os uteri came under his observation. 
The woman was ina dying condition, and it was used in order to 
save the child’s life. She was pulseless, and her extremities were 
cold: the os was undilated and rigid, and altogether the case was 
not a favourable one for the employment of the instrument ; but, as 
nothing else could be done, it was determined to use it. He 
accordingly introduced it, and succeeded in delivering the woman. 
The child lived, but the woman died. However, he considered that 
in this case, in order to save the life of the child, he was justified in 
acting as he did. 

Dr. MorE MappEen.—As to the question of the use of the forceps 
before the os uteri was fully dilated, there could be no doubt that in 
a case where the pulse of the patient was from 116 to 120, and 
when she was feeble and worn out he (Dr. M‘Clintock) was wise in 
employing it. Under such circumstances the propriety of using the 
forceps could not be disputed. Ina case such as Dr. Doyle had 
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detailed he (Dr. Madden) would first have dilated the os with the 
fingers to a size sufficiently large to admit the forceps. However, 
he would prefer to employ version rather than use the forceps. He 
had a case in which a lady had married late in life, and he thought 
that she had come to the change in life. She was forty-five years of 
age, and he distrusted the idea of pregnancy when she actually 
became so. She had only been one hour and a half in labour when 
she was delivered of a healthy child. 

Dr. CRANNy wished that some of their obstetricians, before con- 
demning this practice, would give it a fair trial in proper and suitable 
cases. ‘They knew many of the profession who cried that it was 
wrong ; sure to do mischief; was a great risk to the mother; and 
did not save the child. There was no doubt that an inexperienced 
practitioner might employ the forceps in an unsuitable case, and so 
do harm, but if the case were properly selected there was never any 
harm done. He (Dr. Cranny) had seen many cases treated by Dr. 
Johnston, in the Rotunda Lying-in Hospital, Dublin, and had him- 
self operated with that gentleman’s sanction, and he never saw one 
where harm was done by introducing the forceps before the os was 
fully dilated, but of course the cases were suitable. 

Dr. DenHam fully concurred in the possibility and propriety of 
inserting the forceps and effecting delivery before the os was fully 
dilated. It requires an experienced hand, and no young man 
should rashly attempt it, especially in a case where the patient had 
fibroid tumours in the uterus. A case in point he had under his 
own observation. A poor woman, who resided in Russell Street, 
had married late in life. When he saw her she was dead. It 
appeared that she had been attended by a midwife, and, owing to 
the hemorrhage that set in, she was sent to hospital. 

He also thought that in the case of retained placenta the early in- 
troduction of the hand was good practice. Many women would be 
saved by removing the placenta with the hand, and not waiting for 
the dilatation of the os. A small portion may be permitted to remain, 
which will ultimately cause death. 

Dr. JoHNSTON concurred in what Dr. M‘Clintock and Dr. Denham 
had said with reference to the retention of the placenta—that is to 
say, that when once the hand had been inserted every particle should 
be removed. Inacase in which a small portion of membrane is 
so morbidly adherent that it may require time and trouble to take it 
away, the doctor should not withdraw the hand from the uterus till 
every piece should be removed, and till there should no longer be 
any danger of secondary hemorrhage. The employment of injec- 
tions of perchloride of iron in cases of heemorrhage was useful, but 
the operation should be performed cautiously, and the fluid thrown 
slowly and carefully over the surface. 

The PRESIDENT said he should express his most unqualified satis- 
faction that the practice of his old friend and colleague, Dr. Johnston 
in inserting the forceps before the os uteri was dilated was coming 
more into favour. He (Dr. Johnston) had successfully done so when 
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the os was less than two-fifths open. On a former occasion Dr. 
Johnston was one of the first that broke the neck of the practice that 
a ‘“‘forceps was not to be used on a primiparous woman,” and from 
further experience he can now say that he can use it when the os is 
not so much as a third dilated. Dr. M‘Clintock was one of the first 
to prove in this country that Dr. Johnston’s practice was right, and 
he (the President) would not hesitate to follow out his principles. 
As to the introduction of the hand to remove the placenta, he had 
long followed out the principle of the immediate introduction of the 
hand. He had had many cases in Sir Patrick Dun’s Maternity, in 
which he had to do so, and he never had a bad case when he followed 
the principles laid down by Dr. M‘Clintock. He agreed in Dr. 
Denham’s remarks as to the treatment of placenta previa. Dr. Lee, 
of London, used to act in the manner mentioned. He used to 
introduce the whole hand to the vagina, separate the placenta at one 
side, dilate the os, catch the foot of the child, and then deliver cau- 
tiously. He should say, in conclusion, that the Paper was as inte- 
resting as any that had ever been read before the Society. 





Lotes on Diarrhea in Children. 


By HENRY KENNEDY, A.B., M.B., F.K.Q.C.P.I. ; Physician to Simpson’s 
® Hospital, and the Whitworth, Drumcondra. 


The subject I would bring before the meeting this evening has 
been often discussed, and all writers on children’s diseases have 
special chapters on diarrhoea in its various forms. Many of these are 
very elaborate, and, if I may so say, the treatment is so likewise, and 
yet, after reading one of them, the problem still remains—what is the 
best line of treatment to pursue, or the proper medicine to administer ? 
I presume I address few who have not found their best efforts foiled 
—at least, in some cases. I know this has been my own experience, 
extending now over a good many years—sometimes thinking I had 
found a remedy which was as certain as medicine admits of, but on 
further experience learning that it also might fail. It is on account 
of this very uncertainty I have been induced to bring the subject 
under notice this evening ; nor has it been unintentionally that I 
have given the name of “ Notes” to what follows, for this will enable 
me to select such points only as seem to me worthy of notice, and 
besides, to have attempted to enter into the subject at large would 
have been as wearying as it would be useless to the meeting I have 
now the honour of addressing. 

I begin by making a very obvious remark—I mean the very im- 
portant place affections of the gastro-intestinal mucous membrane 
occupy in the diseases of childhood, and this whether arising from 
sympathetic affections, or from actual disease. No doubt of it the 
sympathies exist all through life; but in the young they are of a far 
more exquisite kind, and growth being the great leading characteristic, 
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and digestion the means of accomplishing it, Nature has bound these 
together by the closest ties, and there are few, indeed, of the illnesses 
of childhood which do not exhibit more or less derangement of the 
intestinal tract. I need scarcely remind you of the ease, compara- 
tively speaking, with which convulsions may arise at this period of 
life, or of the vomiting which occurs in hydrocephalus, or the diarrhcea 
which is so constant an attendant on teething. In all the specific 
fevers of the young the same is to be observed. The worst cases of 
scarlatina are all ushered in by vomiting and purging. In measles, 
too, I have seen a most: formidable complication in the form of acute 
dysentery, and this also may be seen, though more rarely, in whoop- 
ing-cough. In typhoid, too, diarrhcea is present ; but here it may 
be said to exist as a matter of course. Lastly, we have diarrhoea of 
varied kinds, constituting in itself a most serious affection, and 
swelling at times the bills of mortality to a eleat: extemt, and if. | 
mistake not, much more prevalent in London than with ourselves— 
making allowance, of course, for the difference in the population. 
Now, it is of this diarrhcea I would speak here, in a few rough notes. 
Possibly a word about its morbid anatomy may not be out of place, 
as a commencement of these notes. 

The small amount of actual disease found in fatal cases has always 
appeared to me remarkable. Even when the symptoms would lead 
one to expect disease, little or nothing is found. Paleness of the 
mucous membrane, and apparent thinning of the coats of the intes- 
tines, are what commonly exist, and the mesenteric glands do not 
seem to participate in the affection. In exceptional cases, however, 
signs of inflammation may be detected in the form of effusion of 
lymph, but in very small patches, as it were, and with surrounding 
redness. ‘These patches may be readily overlooked, owing to their 
small extent, but they are not the less important to recognise ; for I 
believe, if we knew of their existence, our treatment should be 
modified accordingly, of which I shall say more further on. In other 
cases again, though still more exceptionally, lymph is poured out to 
a much greater extent. This was the case in the epidemic of measles 
of which I have spoken, and here there was also extensive ulceration, 
constituting, in fact, dysentery, and affecting mainly the colon. I have 
seen instances, however, where lymph existed without any ulceration, 
and in one most remarkable case there was found a coating of lymph 
which literally reached from the stomach to the rectum. This child 
had the most obstinate diarrhoea, but no symptom which pointed to 
the state I have described. 

When the diarrhoea is very chronic, it causes, or seems to cause, 
a state of the mucous membrane which is worthy of note, and chiefly 
affecting the colon—I mean a pulpy and swollen state of the mem- 
brane, the swelling being apparently due to the effusion of serum. J 
am not sure but that this state has been described, though I cannot 
say where I have seen it. 

If such be the state of the mucous intestinal tract in the diarrhoea 
of children, it certainly is not easy to explain the obstinate character 
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of the disease which it so often presents; and, for myself, I have 
come to the conclusion that there must be some constitutional pecu- 
liarities to account forit. Of these, probably, by far the most frequent 
is the strumous diathesis, which, there can be no doubt, prevails to 
an extent that it may be questioned whether we even yet sufficiently 
recognise. I recollect the late Sir Henry Marsh making a similar 
remark ; and that many cases are so tainted, without exhibiting, in 
any marked degree, the outward signs of this state, is certain. In 
another place I have advanced the opinion that typhoid fever occurs 
chiefly in persons of the strumous diathesis; and, unless I am much 
mistaken, I would say the same of the diarrhoea of children—I mean 
the majority of cases. This I know, that what we understand as 
constitutional treatment—such, for instance, as change of air—will 
often succeed in effecting a cure where all our drugs and other treat- 
ment have signally failed ; and this, I consider, puts in a very strong 
light the opinion I have advanced, that in treating the diarrhoea of 
children it is often a constitutional affection with which we have to 
contend. 

In close connexion with the strumous diathesis, and yet not the 
same, is another state which calls for notice here—I mean rickets, or 
a tendency to this disease. In my experience the most obstinate 
cases of diarrhoea occur in such constitutions, and when called on to 
treat these cases we should be very particular in our inquiries on this 
point ; and I may add, in passing, that it is for this purpose a very 
good plan to have the child entirely stripped. This means often 
reveals what would otherwise escape our notice. 

Amongst the remote causes of diarrhcea in children we must not 
omit the epidemic tendency, which is, at times, so marked and so 
very general. I believe it is very much better to avow our entire 
ignorance of the cause of this than to have recourse to such causes as 
bad sewage, or bad water or milk. It is enough to say that whilst 
these latter are always more or less present the epidemic tendency is 
not so. 

Of the special causes of diarrhoea in children I need scarcely speak. 
Allusion has been already made to the teething, and the strange sym- 
pathy which exists between this process and the mucous membrane 
of the intestinal canal. I shall only observe of it here that I believe 
this form of diarrhcea is very generally, if not always, a salutary pro- 
cess, and more to be encouraged than checked. 

A much more general and direct cause of the complaint is the 
food; but on this point the standard works of the day give such 
accurate directions that little or nothing remains to be said on it. 
There are two points, however, which I must notice. ‘The first is the 
habit which prevails at the present day so very generally of feeding 
the infant both by the mother, or wet nurse, and at the same time by 
artificial feeding, as it is called, or by the latter alone. Itseems tome 
there must be a constant risk in either of these plans. Even allow- 
ing the cow’s milk to be pure, and all the points connected with 
cleanliness, &c., to have been attended to, I still think there is risk }. 
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and this I know, that in nearly all the cases of diarrhoea I have seen 
of late years it has been this compound way of feeding infants which 
seemed to have caused the disease. I believe the profession, as a 
whole, object to it, and yet it has become most general, That. it is 
contrary to Nature’s teachings is certain, and should not be put in 
force—at least till the teeth have made their appearance. It may 
be said that many children are so reared, and reared healthy ; but 
I think this is owing to the children being naturally strong, and so 
able to resist the bad effects of this mode of feeding.* 

The second point relating to the food, I would put in the form of 
a query. Are infants or children ever overfed? I believe they are, 
and that both mothers and nurses are very apt to overdo the thing. 
The desire is so great to make the child strong that the mistake is 
very apt to occur ; and this may show itself in another way—that is, 
by the food being given too frequently. Not that young children 
are not to be frequently fed, but that this point, like every other, 
may be overdone, and so the stomach never get the necessary rest. 

And now a few remarks as to medical treatment ; and though I 
have no new medicine to propose, I believe some have fallen into 
disuse that ought not to have been forgotten, and foremost amongst 
these I would put calomel, which, for some reason or another, is by 
most now looked on as a dangerous medicine, and not to be used. 
I believe, however, that with common discretion it may be as safely 
used now as it was by Clarke some eighty years ago. In my own ex- 
perience it seems to act best in infants where the diarrhoea has only 
been of short duration, and is frequently attended by those greenish 
dejections which are so characteristic, and to which Dr. MacSwiney 
has, not long since, called attention in an interesting Paper read 
before this Society. I have the impression that when greenish stools 
exist there is a good deal of irritation, if not inflammation, 
present. and that this may be some explanation of the drug acting 
so favourably ; but, whether or not, it is certain that the majority of 
infants bear calomel wonderfully well. Exceptions, I know, there 
are, but this applies to all our drugs. Clarke used to give the 
calomel in half-grain or grain doses, rubbed up with a little sugar— 
and a very good way it is. In some old book or other I saw it re- 
commended to mix the calomel with some chalk, and a most useful 
combination I have found it, and still more powerful than the 
calomel by itself. How the calomel acts I shall not take on me 
to determine, for, now a days, we have been told by Bennet and 
others that it is not on the liver its influence is felt, but on the in- 
testinal tract. I confess it seems hard to accept this teaching. It is 





* I would here notice a recommendation of Dr. Faussett, of Clontarf, which 
consists in the use of cocoa for infants that must be artificially fed. The sug- 
gestion is a valuable one, and one which I have now had carried out in different 
cases with good results. 

+ This irritation may be shown by severe excoriations existing about the anus, 
of which I have seen several examples. 
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scarcely necessary to say that the giving of calomel need not inter- 
fere with the use of other drugs at the same time. 

A second medicine which has fallen into disuse for the treatment 
of diarrhoea in children is “hippo” (ipecacuanha), and yet it was 
once, about a century since, in great repute, and I have found it 
myself singularly useful. Indeed, as a single remedy I know none 
equal to it; and as I wish to bring it forward again before the profes- — 
sion, I will give a Sketch of a few cases which have been under my 
care within the last two years. 

Case I.—An infant of eleven months old, having four teeth, and 
weaned at eight months, was attacked with English cholera more 
than a week before I saw it. It had a very delicate look ; and 
though the stomach was better than at first, it still, at times, threw 
off the milk, no matter how prepared, and the diarrhoea was very 
persistent. The stools were not greenish, nor did they become so. 
In this state it was ordered three doses of hippo—two grains in each 
dose, and one of these given each night. Though the first dose 
bettered the child, still it got the three, by which time it was quite 
well of both the vomiting and diarrhcea, and being without appetite 
and otherwise delicate it then got some pepsine wine. 

Case IIJ.—The child of a doctor got an attack of English 
cholera, the diarrhoea of which had lasted several days before I saw 
it. It was a model of a delicate child. Two doses of hippo, given 
just as in the last case, cured this one. 

Case II].—Wallace, a boy of three years of age, had severe diarrheea, 
which had gone on a considerable time. ‘The stools were a very 
light yellow, and there seemed little or no pain. He was pale, and 
his appetite impaired. ‘Three doses of hippo cured this case; and 
it is worthy of note that none of them sickened him. Indeed, 
generally speaking, the children are not sickened by these doses ; 
but there is a great variety on this point. I observed, however, that 
when the medicine does sicken, the results are more beneficial, 

CasE IV.—Lawless, aged one and a half years, got bad diarrhcea 
after measles. This child was very much reduced. Three doses 
here of the hippo cured the diarrhoea, but did not seem to affect the 
wheezing from which this child suffered. 

Case V.—Reilly, a boy aged fifteen months, had bad diarrhea, 
which had been going on an ‘entire month. The attack had begun 
like cholera. When I saw him he was very thin and very pale, and 
his flesh flabby to a degree. After getting four doses he was cured, 
as far as the diarrhoea went. He was not sickened by any of these. 


Case VI.—A child of three years of age, very small and puny, was 


brought to the Whitworth Hospital, Drumcondra, in January, 1878. 
She had had bad diarrhoea for three months, and was, as may be 
guessed, very much spent and pale. She had from eight to ten dis- 
charges in the twenty-four hours, and was more frequently disturbed 
in the night than the day. She had been prescribed for by others. 
I could not ascertain anything particular about the character of the 
discharges. This child got six doses of hippo in succession, and with 
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very good results. None of the doses sickened her, and they were 
then repeated, and at the end of twelve days she might be pro- 
nounced well, though weak. 

These cases could be added to, but such is quite unnecessary, 
for more would not, in any way, strengthen the point I have brought 
forward. That the hippo is very often effective I cannot doubt, but 
it occasionally fails, and has done so in my own hands. I may men- 
tion that in a case I saw not long since with Dr. Wyse it succeeded 
at once. I have already stated that it usually does not produce 
vomiting in the doses given; but on more than one occasion, when 
it did so, a quantity of coagulated milk was thrown up, and certainly 
with benefit. I was not prepared for this. Probably most I address 
have seen milk thrown up in the shape of a thin rope. Whether in 
this state it can be digested would seem to be doubtful. 

Before I had experience of the treatment of diarrhea by hippo I 
was in the habit of using aperients much more than IT have lately 
done, and amongst these castor oil was the chief—not given in the 
common way, as a teaspoonful or so, but made in emulsion, and 
given in about ten-drop doses. To this, when there was much pain, 
I was in the habit of adding bismuth in doses suited to the age of 
the child. This combination I have found very useful. Nor, when 
the case calls for it, is there anything to prevent the hippo treatment 
being joined to the aperient. In the cases given this evening, 
however, I wish it to be clearly understood that hippo alone was 
used. 

Of tonics in the treatment of diarrhoea I have little to Sey ost 
have not ventured on arsenic, though it has been recommended ; 
but I have seen benefit from the use of oxide of zinc, in grain doses, 
and also from the pernitrate of iron. Lastly, a change of air has 
succeeded where all other means had failed. 

In astringents, as such, I have very little faith. I am sure they 
often do harm. At first their action seems beneficial, but this is 
very often followed by relapses, which occur again and again, and 
so valuable time is lost. Between the two lines of treatment— 
aperients and astringents—I would, for my part, infinitely prefer the 
former. 

In concluding these aisyecta membra 1 would wish to throw into a 
series of propositions the few points I have thought it worth while 
bringing under your notice this evening :— 

1. That the morbid changes found in fatal cases of diarrhcea in 
infants and children do not account for the great obstinacy the 
disease frequently exhibits. 

2. That we are therefore driven to the conclusion that the cause 
must be constitutional. 

3. That this constitutional state is frequently due to the strumous 
diathesis, and more rarely to the state known as rickets. 

4. That we must never overlook the epidemic tendency when it 
exists, which is a something that acts totally independent of the 
food, water, or milk used. 
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5. That the method of feeding infants both naturally and artifi- 
cially at the same time is to be avoided when possible. 

6. That calomel is a medicine which has fallen too much into 
disuse, and more particularly in what may be called the acute 
diarrhoea of infants, marked by greenish discharges, and in which the 
drug has been found to be of signal benefit. 

7. That hippo, used a century since for the same purpose, will be 
found a very effective remedy in the diarrhoea of the young. 

8. That astringents are of less value than aperients in the treat- 
ment of this diarrhoea. 

g. That tonics, such as the pernitrate of iron, or oxide of zinc, 
are often of essential service, and, above all, a complete change of air. 

Dr. M‘CurinTock agreed with Dr. Kennedy with reference to the ~ 
use of astringents. He himself had changed his practice in this 
respect. In the case of diarrhoea there often was an accumulation of 
feecal matter, that should in the first instance be removed. There 
was a remedy that he had used with good effect of late years, when 
obliged to employ an astringent, and that remedy was oxide of zinc, 
in half-grain doses, in a mucilaginous mixture, every three or four 
hours. The most important point in these cases was to regulate 
the diet, and to give the strictest directions to those having charge 
of the child. He thought that hippo was a most valuable remedy, 
and not as often employed as it should be. As to the use of farina- 
ceous foods before children are teething, it is to be shunned and 
avoided. 

The PRESIDENT considered all starch foods injurious to the child 
before the teeth came. It was then a carnivor, and should get 
nothing but milk. The use of other foods was a fruitful source of 
disease. 

Dr. KENNEDY, in replying, said that Dr. Faussett, of Clontarf, had | 
used shell-cocoa boiled and given with half-water halfmilk, with 
good effect, the child fattening on it very well. Hippo does not 
act as an emetic in the majority of cases, nor is it exactly an © 
astringent ; it is sometimes found to act as an aperient. 





Obstetric Summary, 
Cases of E-xtra- Uterine Fetation. 


In a paper read before the Obstetrical Society of Philadelphia, 
Dr. Dewar relates a case of extra-uterine foetation which reached 
full term and ended fatally while the question of operation was 
being discussed. The patient was thirty-seven years old, and 
engaged the author in July, 1875, to attend her in her fourth 
confinement in the coming October, the last child having been 
born seventeen years before. She had been a widow, and 
this was the first pregnancy of her second marriage. At about 
the third month she had had a sharp attack of peritonitis, for which 
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she had been under the care of Dr. Atlee. It soon passed off, 
however, and development of size continued without any peculiarity 
of symptom. 

On September 18th an attack of uterine pain occurred, accompanied 
by a slight flow of blood. The os was found high up, and remark- 
able only for its small size. Similar pains recurred on October 4th, 
and after that were frequently repeated, being occasionally accom- 
panied by a slight bloody discharge. On the 15th the author was 
hastily summoned, and found the patient suffering from continuous 
severe pain and quite a smart hemorrhage. Dr. Goodell being called 
in consultation, a thorough examination was made, and extra-uterine 
foetation diagnosed. ‘The uterus, much enlarged, was dragged out of 
the pelvis, and pushed over to the left, the cervix being difficult to 
reach. A little above, and to the right of the umbilicus, there was 
a pouting elevation about three inches in diameter, where the liquid 
contents of the probable foetal cyst appeared about to point, and 
where the whole interposing tissue did not seem more than half an 
inch in thickness. Through the abdomen, at this point, the fcetal 
limbs could be readily felt. The foetal head seemed to lie in the 
left iliac region. Fcetal movement and heart sounds were recog- 
nisable up to this time, but both soon entirely disappeared. The 
general symptoms were not alarming, considering the amount of 
blood the patient had lost. 

Although great temptation was felt to operate, not in the canonical 
way, but by incisions into the cyst-like prominence, the consultants 
deferred interference for sixteen days. Meanwhile there was no 
pronounced peritonitic tenderness, no great elevation of tempera- 
ture, but a greatly accelerated pulse. On the sixteenth day sudden 
agonising pain and collapse came on, and death occurred within 
thirty minutes. An autopsy was refused. | 

In a paper read before the same Society, Dr. Goodell relates a 
case of extra-uterine fcetation, which ended fatally without interfer- 
ence about five weeks after full term. The patient was a young lady 
who had been seduced, and during the early part of pregnancy 
ineffectual efforts were made to get rid of the ovum, and instruments 
were for that purpose introduced on several occasions by some abor- 
tionist. The last period ended on January 16, 1878, and she looked 
for her delivery on October 16. In the earlier months the patient 
had occasional “colicky attacks” of great severity, and in July had 
quite a sharp hemorrhage. ‘The cervix was at this time low down, 
almost protruding. 

During the second week.of October labour appeared to set in ; but 
although the pains continued for several days, no impression whatever 
was made upon the os uteri. The foetal heart sounds could not be . 
heard. The diagnosis made by the attendant was death of the 
fcetus and missed labour. The decision arrived at in consultation 
was to await developments, and, if needful, to dilate the cervix with 
sponge-tents. This was not, however, carried out. On November 18th 
the abdomen was acutely sensitive, the supposed uterine tumour 
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very sharply defined, the pulse very weak and frequent, and the 
patient in a. very feeble condition. She steadily grew worse, with 
symptoms of peritonitis, and on November 23rd the author was 
called in for the first time. 

He found her then having apparently but a few hours to live, 
unless some relief could-be given. The cervix was long, high up, 
and sharply bent forward around the symphysis pubis. The os was 
large enough to admit the finger, but the cervix too long and too 
high up to allow the cavity to be reached. The author diagnosed 
extra-uterine foetation, inferring the existence of a post-uterine 
tumour from the position of the cervix. To establish the diagnosis, 
he passed a flexible catheter, with its stilette, up into the uterus. The 


catheter had passed in fully five inches, when, to his surprise, about - 


half a pint of a dark fluid, apparently loaded with meconium, escaped 
through it. This greatly staggered him, for it seemed to show the 
existence of a uterine ovum, and he concluded that there might be a 
double pregnancy, one intra-, the other extra-uterine. Nothing 
further was done, and the patient died within twelve hours. 

At the autopsy a large dark and purple extra-uterine sac was seen. 
It was extremely thin and brittle, and tore like blotting-paper. At its 
upper portion it was composed of the foetal membranes alone ; the 
sides were made up of adventitious membranes closely adherent to 
surrounding structures. The lower part was bounded in front by the 
uterus in the middle line, and the broad ligaments. The nght and 
left ovaries were zz szfu, but the left Fallopian tube was lost upon 
the sac. The foetus, full-grown and unusually large, had long been 
dead, for its skin had begun to peel off. The placenta was attached 
at the lower portion of the sac. The uterus contained a pulpy mass 
resembling decidual membrane. The walls were thick, and no per- 
foration was detected. The author thinks that the uterus was not 


penetrated by the catheter, but that the fluid drawn off was retained in — 


its cavity, owing to a slight closure of the os internum, due either to 
the attempt at inducing criminal abortion, or to the anteflexion. He 


considers that the pregnancy was abdominal, but whether primary — 


or secondary he is not able to determine.—American Journal of — 


Obstetrics, April, 1879. 





Sudden Death from Intra- Uterine Injection of Water. 


Dr. Gleason relates a case in which sudden death appeared to 
have been produced by an intra-uterine injection of warm water, used 
in order to induce criminal abortion. ‘The woman, Mrs. H., was a 
negress, a domestic servant. At about 11 A.M. on June 8, 1878, 
being in apparently perfect health, she had gone up to her bedroom, 
accompanied by a Dr. Gilson, of Boston, she carrying up with her a 
basin of warm water. In from twenty-five to thirty minutes he came 
down hurriedly for brandy. This the servants procured for him, and, 
accompanying him upstairs, found Mrs. H. upon the floor, dead. 


a 
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A tub containing a small quantity of bloody water was seen near. 
This the doctor directed one of the servants to throw away. Another 
of the servants had, at a previous visit of the doctor, lent him a 
common rubber syringe. This was discovered concealed ina bureau 
near the bed, and, when found, was still wet. To the discharge-pipe, 
of the syringe a strange nozzle was affixed, which bore evidence of 
having been filed off, though somewhat roughly, and which was found, 
a few days later, to fit quite well a female catheter which the jailer at 
Plymouth discovered as it dropped from its concealment upon the 
person of the prisoner at the time of his commitment, June r2th. 

The author made an autopsy the same evening. The only 
external evidence of violence was fresh blood-staining of the under- 
clothing about the genital organs. The cervix was sufficiently dilated 
to admit easily the index-finger, and the unruptured membranes 
could be felt through it. The uterus was of the size usual in the 
seventh month of pregnancy. The blood following an incision over 
the thorax was frothy. The heart was empty and healthy throughout ; 
the vessels connected with it were also normal. The lungs were 
hyperemic, vessels distended, the air-cells filled throughout with 
bloody serum. On the right side of the uterus, front and back, the 
membranes were found dissected up from the uterine wall to the 
extent of some two-thirds to three-fourths of their whole connection 
with the interior of the uterus. The lining of the uterus, from which 
the membranes had been detached, was reddened, and scattered 
over its surface were seen a number of bright red loose clots of the 
size of a pea or bean. The placenta was involved in this separa- 
tion, its right edge, to the depth of 24 to 22 cm. around one-third to 
one-half of its circumference, being detached, opening uterine 
sinuses. No blood was effused as a layer. The foetus, a female, 
was 39cm. in length, and weighed fully 14 kilograms, having a 
fresh healthy appearance. Experiments with the syringe found 
showed that air could enter both by a defect in the bulb of the 
syringe, and between the nozzle and the catheter, when the latter 
was attached, so that numerous fine bubbles were discharged, when 
the orifice was placed under water, at each compression of the bulb. 

The author, with other medical men, concluded that the separa- 
tion of the membranes and placenta was due to the intra-uterine 
injection of water ; and that sudden death arose from the entrance 
into the veins of air which had been injected with the water. The 
story of the prisoner was that he had been treating the woman for 
a suppression of menses and for a uterine leucorrhcea, but that he 
had failed to detect the pregnancy. He stated that on the day 
of her death he gave an intra-uterine douche with the catheter and 
syringe, at length giving up to Mrs. H. the instrument, which she 
herself applied, as he walked away from her bed toward the window. 
While using it, she fell back, and instantly expired. The prisoner 
was found guilty, and sentenced to six years’ imprisonment.— Boston 
Medical and Surgical Fournal, No. 6, 1869. 
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Gastrotomy performed Three Times on the same Patient within 
Three Years. 


Dr. Baumgartner, of Baden-Baden, relates the following case :— 
A woman 33 years old had a polycystic tumour of the left ovary, 
which was removed by ovariotomy in September, 1875. ‘The opera- 
tion was performed without antiseptic precautions, except that the 
peritoneal cavity was washed out after the operation with several 
litres of warm water. The pedicle was treated by a clamp, and 
drainage, through the pouch of Douglas, was employed. The patient 
recovered, and was about, with the wound completely healed, by the 
thirty- fourth day. 

She Kae, well until December, 1876, when, after a strain, she 
was attacked by violent pain in the cicatrix. This gradually increased 
until it became so severe that she was unable to turn in her bed, and 
even micturition became excessively painful, An examination re- 
vealed no possible cause for the pain except tension of the pedicle 
and its adhesions to surrounding organs. Gastrotomy was therefore 
performed in March, 1877, as the symptoms showed no remission. 
The pedicle was found to be adherent to the posterior wall of the 
bladder, the omentum, and seme coils of intestine. These adhesions 
were separated, the pedicle was dropped, and the adherent portions 
of omentum were stitched into the abdominal wound. ‘The patient 
recovered after several weeks. 

In January, 1878, violent pain returned in the right ovarian region, 
which increased at each period, and at length became unendurable. 
The uterus was found to be normal. The nght ovary was somewhat 
swollen and fixed. Near it was felt a swelling about as thick as a 
thumb, extending from the right ovary towards the centre and some- 
what to the left, and itself also fixed. Febrile symptoms set in after 
this, and the patient’s condition became visibly and progressively 
deteriorated. 

Gastrotomy was therefore performed for the third time on August 
19, 1878. ‘The right Fallopian tube was found to be distended by 
purulent salpingitis, and was removed together with the ovary. ‘The 
substance of the ovary itself was normal. The pavilion of the tube 
was adherent to the ovary, and formed with it a funnel-shaped sac, 
which was filled with thick, cheesy pus, and had walls so thin in 
places that rupture might have occurred at any moment. The patient — 
recovered, and left her bed on the 16th May, completely cured.— 
Lerliner iin. Wochenschrift, 1879, No. 5. 
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Two Cases of Female Hermaphrodites. 


In the following two cases of apparent hermaphrodites, the sex 
was proved by autopsy to be female, instead of the individuals 
turning out, as is more frequently the case, to be imperfect males. 

The first is recorded by Dr. Litten in*Virchow’s Archiv, Band lxxv. 
p. 329. An individual named Clara Hacker, 16 years old, was 
admitted under the care of Virchow on May 31, 1877. The abdo- 
men was greatly distended by a tumour, which afterwards turned out 
to be a cystic tumour of the ovary. The clitoris resembled a penis, 
and measured five and a half cm. in length on its upper, two and 
a half cm. on its lower, surface. It was capable of erection, and 
when in that condition its length on its upper surface was eight 
cm. (33 inches). It had a groove on its under surface, continuous 
posteriorly with the genital fissure, the urethra opening at the root 
of the pseudo-penis. Beneath this was the opening of a very narrow 
vagina, which did not allow the finger to pass for exploration. At 
the upper part of the left labium was felt a body as large as an 
almond. On the right side a similar body could be felt projecting 
in the inguinal canal. The general appearance of the individual 
was that of a female, but the voice was harsh like a man’s. It was 
supposed that the bodies felt at each side were either testicles or 
ovaries, and Virchow pronounced decidedly in favour of the female 
sex, because in the body on the right side nothing like an epididymis 
could be detected. Menstruation had commenced at the fourteenth 
year, and continued regularly until September, 1876, when it ceased. 
In commenting on the case, however, in reference to pseudo-men- 
struation in the absence of ovulation, Virchow expressed the opinion 
that such a discharge of blood might take place in an imperfect 
male, provided with a uterus masculinus. 

The autopsy showed the tumour to be a cystic tumour of the right 
ovary. ‘The uterus had a small body with very thin walls, but a 
large vaginal portion. It was displaced by the tumour upwards out 
of the pelvis, and toward the right side. The left ovary was found 
flattened by pressure, but in its normal position. Both tumours 
in the inguinal canals turned out to be hydroceles of the processus 
vaginalis of the peritoneum. 

The second case is that of an infant reported by Dr. Sippel (47cd. 
Sir Gynikologie, Band xiv.,H. 1). It was the child of a primipara, 
twenty-two years old. Beneath the symphysis pubis in the middle 
line was a body 2 cm. long and 1 cm. thick, having a well-marked 
glans and prepuce, at the root of which the urethra opened. There 
was no trace of vaginal opening or labia minora, but there were 
* two fatty cushions, which might represent either labia majora or a 
cleft scrotum. No testicles could be detected, nor did rectal 
examination reveal either uterus or ovaries. A small round body 
however was felt, which was thought to be a prostate, and the sex 
was therefore concluded to be male. The child died at the age of 
32 weeks, At the autopsy, the body which had been taken for a 
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prostate turned out to be the cervix uteri, the corpus uteri being 
atrophic. A small vagina opened into the urethra, 1} inch above 
its external orifice. The ovaries were present. 
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THE VALUE OF THE HODGE PESSARY IN 
RETROFLEXIONS AND VERSIONS OF 
TAD UTERUS. 


By E. H. TRENHoLME, M.D., C.M. 
Founder of, and Attending Physician to, the Women’s Hospital of 
Montreal, &c. &c. 

THE object of the present Paper is to give expression to my 
own views as to the efficiency of the Hodge pessary in retro- 
luxations of the uterus, and the manner in which curative 
results are obtained. 

The subject of uterine displacements has engaged much 
- of the attention of gynecologists during the last few years ; 
and while there can be no doubt of the value of pessaries, 
when wisely employed, yet even to-day Dr. T. G. Thomas. 
says, “It is a doubtful question, whether in the aggregate 
they accomplish more good than evil.” Dr. Williams, of 
London, ina Paper read before the Obstetrical Society, May, 
1376, speaks doubtingly of their value (the Hodge) in retro- 
flexions. The same views seemed to be entertained by other 
members who took part in the discussion of the Paper. 
After speaking of a figure-of-8 form pessary, Dr. W. says, “No 
pessary but a stem pessary can straighten a bent uterus.” 
It will shortly appear that such statements are opposed to 
_ the experience of the writer, who has found the Hodge pes- 
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sary sufficient to straighten a bent uterus and restore it to its 
normal proper position in the pelvis. To secure such a 
desirable result we must realise the fact that the vagina cax 
be made to accommodate itself to the requirements of the 
case, z.¢., so that it will not prevent the fundus uteri from 
being raised upward until it impinges against the posterior 
wall of the pelvis, when this resisting force, together with the 
weight of uterus, causes it to assume an approximately 
natural position, or even to become, in a short time, some- 
what anteverted—the value of the posterior wall of the pelvis 


as a resisting force has not been properly appreciated, so far 


as I know, by any writer. 

In those cases where the uterus is movable, and flesciien 
the chief cause of the trouble to be dealt with, I have the 
greatest confidence in both the applicability and efficiency of 
the Hodge pessary, as capable of effecting a permanent cure. 
Of course it is now well known that many resort to the use 
of an intra-uterine stem to correct the flexion, and, as they 
believe, prepare the way for the pessary. With regard to 
such preparatory treatment, I have much doubt of its real 
value ; and when we meet with so many cases where the 
uterus cannot tolerate a stem, we plainly see that its value— 
whatever it is—is limited to a comparatively few cases. Any 
mode of treatment that affords satisfactory results without 


the stem is what we really want. Let us look at the ques- 


tion. No stem can possibly straighten and keep straight a 


mal-placed uterus ; the very mal-position itself is a constant — 


and unremoved factor in the causation of the flexion. 

Even when a uterus has been replaced and straightened, 
we know it must be retained for some time to cure it of its 
strong tendency to return. What, then, can we reasonably 
expect to gain by our efforts at straightening a retroflexed 
organ. Surely little or nothing. Replace the uterus in its 
proper position and every force, mechanical and natural, 
combine to secure a successful result. 

In even recent works on gynecology, but little space is 


given to the discussion of the great merits of the Hodge — 


pessary. Its usefulness in retroversions is generally conceded, 
in fact it is the most perfect instrument known for such cases. 


: 
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Dr. Barnes, when speaking of the Hodge pessary, makes 
use of a qualifying clause that, to my mind, does not appear 
to be germain to the subject—viz., “that it is only applicable 
where the uterus is movable, and never should take a bearing 
or support other than that which the vagina itself can 
afford.” Now, the first part of this statement cannot be 
questioned, inasmuch as it is a mere truism, applicable alike 
to every known form of support. If the uterus is ¢wmov- 
able, it could not be raised up by any pessary, nor could it 
descend for the want of such an instrument. I do not 
think any deductions, for or against pessaries, can be drawn 
from such cases, and in all fairness they may Be ruled out of 
the present discussion. Such cases are not amenable to 
treatment by any form of instrument. Now, as to the second 
point—viz., the “vagina only as a means of support.’ Iam 
very strongly of opinion that but little of the real and great 
value of the instrument can be realised unless the floor of 
the pelvis and the pubic arch are utilised as a means of 
support in many aggravated cases of retro-uterine luxations. 

While holding these views firmly, yet 7% no case is an 
instrument to be long retained, in which the vagina ts distended 
to its full capacity. Where extension of the vagina is abso- 
lutely called for, it must be secured by gradual dilatation. In 
the management of these cases the greatest skill and judg- 
ment are absolutely required, if we would not do mischief 
Where the pessary employed requires to be so large as to even 
moderately distend the vagina, watchfulness is required and 
frequent removal and posture treatment, to prevent it from 
doing harm by the dragging of the uterus and the weight 
of the abdominal viscera. 

To accomplish this purpose, we have at our command the 
invaluable means of the postural treatment (Campbell’s, of 
Georgia, U.S.), which not only gives great relief from pains 
due to pressure of the uterus, but also hastens the patient’s 
recovery. I may here remark, that the little glass tube used 
by the originator of this treatment has not been, in my 
experience, so successful or easy of application as he speaks 
of. Frequently the tube affords little, or only partial, infla- 
tion of the vagina, and consequently the great value of the 
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pressure of the atmosphere, assisting the natural gravitation 
of the uterus, &c., is lost. To obviate this I have very suc- 
cessfully employed a globe aural syringe of largest size, the 
nozzle being introduced into the vagina and the globe com- 
pressed and withdrawn, while the patient is in the knee-chest 
posture. Also, in many cases the mere raising of the 
perineum, while in the same posture, readily and fully 
inflates the vagina and secures all the benefits that is 
possibly attainable. The patient, in many cases, can 
be .instructed. to do - this for. herself . both peters 
and after walking, a plan which conduces alike to freedom 
of movement+ and the relief apt to follow exercise. <A 
resort to this mode of treatment will not, I am sure, disap- 
point any who give it a faithful trial. By this means the 
position of the uterus and instrument can be accurately as- 
certained, and also the changes that are induced by its em- 
ployment. Frequently an instrument that seemed too large 
when introduced (the patient being in the horizontal pos- 
ture) will be found perfectly comfortable, and such as can 
be retained for days with safety. The importance of this is 
apparent, inasmuch as our efforts are directed towards rais- 
ing and retaining the uterus as speedily as possible. 

As to the mode of introducing the pessary, I am inclined 
to think the finger, used as Sims’ speculum, to raise the 


floor of the pelvis, affords the easier mode of introduction. — 
After passing the introitus vagine, the upper limb is easily 
passed over the neck with the patient in the knee-chest 
posture. In many, or perhaps most cases, we secure a most 
satisfactory result by replacing the uterus with the sound and — 


retaining it in good position, till the pessary has been care- 
fully adjusted. The amount of mobility of the uterus must 
not be overlooked in selecting an instrument; where freely 
movable, a much larger instrument than seemed suitable 


may be found to suit such a case. It is well known to all — 
that occasionally happy results in displacements are obtained ~ 
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by mere replacement and rest, and, if such may be met with ~ 


by one means alone, how much more confidently may we 
look for a favourable result when we press into our service - 
the triple method of sound, atmospheric pressure 
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postural treatment, and the pessary. It is important to 
remember that the replaced uterus must be retained zz situ 
for months, and sometimes even a year or more, to secure 
it against a relapse. We must also not overlook peculiarities 
of pelvic conformation in selecting and moulding our instru- 
ment. Neglect of this will lead to imperfect retention of 
the uterus, or pressure and obstruction of the rectum. An 
instrument may be so badly adapted to a case of retro- 
flexion as to increase rather than overcome the dislocation. 
To avoid such consequences the pessary should be long 
enough to support the fundus. The difficulty of being able 
to introduce a sufficiently long instrument is surprisingly 
overcome in the manner I have already indicated, each 
successive enlargement of the vagina being made use of for 
the introduction of a still larger instrument. 

I would urge, again, the great value of the sound, each 
time the pessary is replaced, and this more especially when 
the retroflexion is accompanied by prolapsus of one or both 
ovaries. When the fundus uteri is well up, the ovary is also 
raised, and little danger exists of its being nipped between 
the instrument and posterior wall of the pelvis. 

The objection, expressed by some gynzcologists, that the 
Hodge pessary aggravates retroflexion by traction or dragging 
on the neck, will never be found to exist if the instrument 
employed is long enough to sustain the uterus in its proper 
place, after it has been raised un to its normal position by 
the sound. The various forces thus brought into action, 
speedily remove any temporary tendency that Way. 
That the fundus of a retroflexed uterus may be caught 
between the pessary and the posterior wall of the pelvis is 
possible, when the instrument is too small or improperly- 
shaped ; but surely it never should occur in the hands of the 
practitioner of to-day. Any lack of success in sustaining 
either a retroflexed uterus or a prolapsed ovary cannot be 
reasonably attributed to any lack of efficiency on the part of 
this pessary. 

I may be permitted to express an opinion in which 
perhaps you all agree, that the Albert Smith pessary is the 
one best suited to most cases, of all the various forms of 
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the “Hodge” now met with. In fact, to my mind, it is 
a sufficient and an efficient instrument for the purposes for 
which I have spoken. 

With regard to the time required before we can expect a 
cure, it will be found to vary much indeed in different cases, 
and with the degree of success we have in placing the 
uterus speedily in a sufficiently elevated and normal position. 
Usually six months will be required, and not at all unfre- 
quentiy even a year ~ Dr ‘Clifton Wing, of Boston, has 
written a very able Paper upon this subject, and his expe- — 
rience coincides with my own. We must bear in mind that 
a properly-fitting pessary never gives the patient pain, nor 
interferes with the action of the bowels or urethra. The 
anterior limb of the Smith pessary will not infrequently be 
found of a too acute curve, and the enlargement of the curve 
greatly increases both its retaining and sustaining powers. 
In cases where the rectum is pressed upon, or the curve of 
the sacrum is acute, the larger and upper limb will require an 
increased curve to suit thecase. In conclusion—tr. I believe 
we possess in the Hodge pessary (variously modified) an 
efficient and most admirable instrument for sustaining a 
retro-dislocated uterus, and that, too, to any desired elevation 
in the pelvis. 2. That even a large pessary, filling and 
distending the vagina and taking pressure on the floor of the 
pelvis, can be worn with comfort and ultimate curative re- 
sults, by the proper use of the postural treatment, together 
with the inflation of the vagina by elevating the floor of the 
pelvis while in that position. 3. The curative forces 
operating upon the uterus are resultants of (a) the elevating 
power of the pessary, (4) the resisting force of the sacrum, 
(c) the weight of the uterus, now so high up as to 
gravitate forward and downwards, and (¢) the pressure of the 
abdominal viscera. 4. That the vices of flexion and position 
being overcome, a permanent recovery may be looked for 
with certainty in from six months to a year from com- 
mencement of treatment. 
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CASES 
PELUSFRATIVE OF CARELESS MANAGEMENT 
OF THE THIRD STAGE. OF LABOUR, 


With some Remarks on the Management of that Stage. 
By Davin Youn, M.D., Florence, 
Fellow of the Obstetrical Society of London. 


THE following cases are brought before the readers of the 
Journal because of their frequent occurrence in daily prac- 
tice, and in the hope that by calling attention to them a more 
intelligent apprehension of the importance of the third stage 
of labour may result. I have no hesitation in saying—and 
it is an opinion daily strengthened by experience—that a 
considerable proportion of the mortality of methers in child- 
birth is due to carelessness, or want of intelligence, or a 
combination of both, on the part of the medical attendant. 
And so long as midwives and practitioners (and, unhappily, 
the remark is applicable to a good many general practi- 
tioners) entertain the dangerous idea that their principal 
duties are over with the birth of the child, so long shall we 
hear of numerous cases in which the mother has died soon 
after her confinement. No more important hour arises 
during the course of ordinary labours, and none more fraught 
with danger to the mother, than the one immediately suc- 
ceeding the birth of the child ; and yet we too frequently see 
the responsible attendant either ignorant of, or gravely 
forgetful, that such is the case. Did the practitioner 
sufficiently realise this fact, he would immediately, on the 
birth of -the child, maintain his position at the patient’s 
bedside, and give his undivided attention to the uterus until the 
placenta was expelled and the “contracted” uterus securely 
supported by a bandage. Were this course always followed, 
we should certainly hear much less about post-partum 
hemorrhage and its too frequently fatal results. In my own 
practice I have invariably adopted this plan, often sitting for 
hours together at the bedside, my hand placed upon the 
uterus and keeping the strictest watch upon its every move- 
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ment ; and I am grateful to be able to add that out of 1278 
confinements it has never fallen to my lot to losea case from 
any cause connected with the subject now under considera- 
tion. The following examples afford sufficient proof of 
the truth of what has been said in regard to the troubles 
and dangers arising from unskilful or careless management 
of the third stage of labour. 

I.—E. M., aged twenty-seven, second child, was attended 
by a midwife. Child was born at 11 A.M. At 1.30 I received 
an urgent message to see the lady. On my arrival found the - 
patient in a fainting state, and no pulse perceptible at wrist. 
The midwife said that on attempting to remove the after- 
birth the cord gave a loud snap and came away in her hand. 
The moment the cord broke the lady had fainted, and had 
remained in a half-fainting condition for about forty minutes— 
till my arrival. On lifting up the sheet I found a tiny 
stream of bright blood coursing over the left hip. I imme- 
diately ordered a dessert-spoonful of brandy in iced water to 
be given, and gently introduced my finger into the vagina. 
The os was soft and gaping, but there was firm contraction 
at the os internum, which, by a little patience, was overcome; 
and there was no difficulty in bringing away the placenta, 
which was found lying loose in the uterine cavity. A full 
dose of ergot was now given, and in about half an hour the | 
uterus was sufficiently contracted to admit of the application 
of the “binder,” and the patient had no further drawback. 

II.—J. L., aged twenty-nine, fourth child, attended by a © 
general practitioner. Patient was in labour about three hours, 
and the child was born naturally. A few minutes afterthe birth 
of the child, a relative who was in the room called the atten- 
tion of the doctor to the condition of his patient, who had 
become suddenly pale and “ lifeless looking.” The doctor, 
who had meanwhile been superintending baby’s bath, was im- 
mediately at the bedside, and discovered that he had to do 
with violent haemorrhage. He administered a dose of ergot, 
and, the haemorrhage still continuing, endeavoured to remove 
the placenta. In this attempt the cord broke, about two- 
thirds of the entire length, as was afterwards found, coming 
away in his hand. I was sent for immediately, and on my 
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arrival found the patient in a pool of blood and a considerable 
stream still flowing. My friend told me in two sentences 
what had taken place, and I at once gave her 80 minims of 
liquid extract of ergot, with 30 minims of Hoffman’s ether. 
Requesting my friend to grasp the uterus in both his hands, 
and cause gentle pressure, I proceeded to examine the con- 
dition of matters. The external os was widely open, and 
there was slight constriction at the inner os. The finger was 
easily passed through it, and the mass of the placenta was 
found lying above it. Without any difficulty it came away, 
and the bleeding immediately ceased. 

III.—A. B., aged twenty-one, first child, was attended by a 
midwife. The labour was tedious, but a healthy female child 
was born naturally. To use the midwife’s words, “ The after- 
birth would not come away, though she had pulled very hard.” 
After waiting some time, the nurse administered a dose of 
ergot, and again—to use her own words—“she pulled 
tightly on the cord, and something came out with a jump, 
and the patient fainted.’ The uterus was completely in- 
verted, and before I reached the house the mother had died 
from shock and loss of blood, The error committed in all 
three cases was undoubtedly wxdue and unnecessary traction 
on the funis ; and, in the second, the medical attendant was 
further to blame in occupying himself with what should have 
been left to the nurse, and at a moment when his patient 
should have had his sole attention. 

The practical drift of these remarks is— 

1. To inquire what is the best method of managing the 
third stage of labour ; and 

2. To point out that, unless required for some special 
cause by the child, the medical attendant should give it his 
undivided attention. 

Without a clear and exact knowledge of the former the 
latter will often be unavailing, and without the latter the 
former may become practically useless. 

In order to a thorough understanding of the proper 
management of the third stage of labour, it will be necessary 
to consider briefly the mode in which hemorrhage is pre- 
vented from the open mouths of the uterine sinuses, and also 
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the mechanism of the expulsion of the placenta when left to 
Nature. 

Hemorrhage from the uterine sinuses is prevented by con- 
traction of the walls of that organ, and the more perfect the 
contraction the more safety to the patient and the less risk 
of haemorrhage. Hemorrhage is further prevented by the 
formation of coagula in the mouths of the vessels them- 
selves. The medical attendant has therefore two important 
points to keep in view :— 

(1) To promote firm contraction of the uterus. 

(2) To do nothing which might interfere with the forma- 
tion of the coagula in the vessels. sh 

These points will be referred to more fully later on. 

The mechanism of the natural expulsion of the placenta 
has been carefully studied by Matthews Duncan, and he has 
conclusively shown that the mode by which Nature accom- 
plishes that operation is directly contrary to the manner 
taught and practised by many teachers and practitioners of 
the present day. Instead of the foetal surface being expelled 
first, as is generally believed, and as is frequently the case 
when it is pu//ed away, Nature expels it edgeways—the uterine 
surface gliding along the inner surface of the uterine wall. 
This I have verified hundreds of times. In imitation of 
Nature’s plan, we are indebted to the German school, and 
particularly to Credé, for introducing a method of removing 
the placenta by a ws a ¢tergo, and in which it is hardly ever 
necessary even to touch the funis. This method I will de- 
scribe presently. 

Having thus briefly explained the manner in which 
haemorrhage is prevented from the uterine sinuses and Nature’s 
mode of expelling the placenta, we are now in a better 
position to understand the true and only safe manner in 
which a labour case can be managed in its third stage. In 
order to be able to conduct this stage of labour, according 
to the principles briefly alluded to, it will assist the practi- 
tioner if he begins with the close of the second stage. Sup- 
pose, then, the head is born; he should be in no hurry to 
expedite the expulsion of the body, unless the condition of 
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the child renders this step necessary ; for in so doing the 
uterus may be emptied of its contents too quickly, and at a 
moment when its tissues are in a state of relaxation, and 
thus favourable to hemorrhage. However, the moment the 
body of the child begins to move forward the uterus should 
be grasped by one hand through the abdominal wall, and 
followed down till the body is fully born. This simple 
operation—the keeping hold of the uterus in the hand during 
the entrance of the child into the world—is of paramount im- 
portance in the prevention of hemorrhage. The child having 
cried, and the cord tied and separated, it is handed over to 
the nurse, while the attendant now gives all his attention to 
the mother. If the uterus is felt to be fairly well contracted 
under the hand, there is no hurry in attempting the removal 
of the placenta. If this is done too quickly there is a danger 
of our interfering with the formation of the coagula in the 
vessels—Nature’s mode of preventing hamorrhage—pre- 
viously mentioned. On the average, I have found between 
twenty minutes and half an hour a sufficient time to elapse 
before making the attempt to remove the after-birth ; but in 
every case I retain the uterus under my own hand during 
this interval—not even entrusting it to a nuise. In about 
twenty minutes, if the organ has remained well contracted, 
I proceed to remove the placenta in the manner already 
referred to as having been introduced mainly by Credé. It 
is very simple, and is accomplished as follows :—The body 
of the uterus is grasped by the left hand, while the little 
finger edge of the same hand is pressed carefully and firmly 
down behind the fundus. The uterus will now sensibly harden 
under the hand. When this takes place, strong and even 
pressure must be made downwards and backwards in the 
axis of the brim of the pelvis. If the pressure has been 
strong enough, and exerted in the proper direction, the 
uterus will have expelled its contents—the placenta and any 
coagula which may have been about it—into the vagina, or, 
in many cases, into the bed. If the process of expulsion is 
carefully watched the wterine surface of the placenta will be 
found coming first. Immediately after the expulsion of the 
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after-birth, I give the following draught, with the view of 
increasing and maintaining the tonic contraction of the 
uterus :-— 
BK Liq. secalis, M 80. 
Spt. ammon. aromat. M 20. 
Aqua cinnamomi, 3). 

Before applying the abdominal bandage, it is a safe rule 
to allow ten or fifteen minutes to elapse after the administra- 
tion of the ergot, to make sure that the uterus remains in a 
firmly-contracted state. In no case should the bandage be 
applied till the uterus is permanently contracted. It will be | 
evident that I have in these remarks only endeavoured to fix 
the attention on the zmportant points in the management of 
the third stage, not deeming it necessary to refer to the 
numerous details of treatment not immediately included in 
the expulsion of the child and placenta with the contraction 
of the uterus ; and even in doing this, I feel that an apology 
is due for taking up so much of the space of the Journal 
with a subject which every qualified practitioner is supposed 
to be thoroughly acquainted with; but as I am convinced 
that mishaps do still occur from mistakes made during this 
period of labour, and as my own practice has too recently 
afforded evidence of the disastrous results of such mistakes, 
I have ventured to call the attention of the profession to the 
subject. 


A CONTRIBUTION-TO MIDWIFERY STATISTRS: 
By M. M. Braptey, M.D. and C.M. 


Jarrow-on-Tyne. 


THE object of this contribution is to assist in furnishing 
material to enable the statistician to answer the question, 
What is the mortality to the child and the mother during 
delivery and the puerperal state? The statements under 
this head are very conflicting, and especially those derived 
from general practice, some exhibiting the death-rate as very 
low, while, on the other hand, others place it at a figure so 
high as to be almost incredible. These discrepancies may 
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be all satisfactorily accounted for; but in making a com- 
parison between the results of two or more practices, we 
must not lose sight of such circumstances as locality, social 
position, occupation, and race; nor are we to overlook 
the important ré/e morality plays in this calculation, 
for to my mind its non-observance is one of the most potent 
factors that go to swell the tide of both foetal and maternal 
mortality. Dr. J. M. Duncan, in his address to the mem- 
bers of the British Medical Association, now five years ago, 
startled his audience and the public, no doubt, when he 
stated that the deaths during the childbed period would 
average one in from one hundred to one hundred and 
twenty deliveries. Time alone and a uniform nomenclature 
of puerperal disease, together with carefully compiled statis- 
tics from every source, will satisfactorily settle this disputed 
question. As my first instalment, I may be permitted to 
offer the number of cases which occurred in my practice 
during the four years ending the Ist of February, 1870. 
The reason I have taken this period is owing to the incom- 
plete state of my register, which I much regret, because 
prior to that date my practice was more extensive and freer 
from casualties. 

Vo. of Cases, 1014.—Males, 530; females, 505 ; multi- 
pare, 823; primipare, IQI ; twins, 21; abortions and 
miscarriages, 25, but not counted in the cases, though 
included among fcetal deaths. 

Presentations—I have arranged all other than vertex 
presentations into three sections, which are as follows :— 


Onevleit: arnt. 
First—All those of the upper | Two right arm. 
extremities. In all 5. One right shoulder. 
One right hand. 


I5 nates. 
Second.—All those belonging to the | 5 feet. 
‘lower extremities. In all 23, or 42 times 4 1 testes. 
more frequently than the upper. I right foot. 
I left: foot: 
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Third.—All other parts. In all 25. 
7 cord and head, or I in 1448. 
6 face, or I in 169. 
5 face to symphysis. 
1 forehead with face to pubis. 
6 placenta previa; 5 complete, 1 partial. 


Operations. 


Craniotomy, 3 cases. 
Multiparee, 2 
Primipare, I. 

Males, 2 

Females, 1. 


Forceps, 47 cases. Multipars, 26; primipare, 24; 
males, 36; females, 11. “One Worceps Case in o12 

The head was above brim 23 times, in cavity 19 times 
in outlet 5 times. 

Nationality.—There were 23 English, 21 Irish, 3 Scotch. 
The os was in various stagés of dilatation, from three- 
quarters to its full extent. 

Perhaps the frequency with which the forceps was used 
in my practice indicates the connecting link between the 
tardy and the more hasty use of the instrument—I say ad- 
visedly the more hasty, for I cannot help thinking that the 
application of the forceps in 1 in g deliveries, as practised 
by Johnston of Dublin, or in 1 in 5, as related by Hamil- 
ton of Falkirk, is much too frequent, and may well receive, 
in my opinion, the epithet of meddlesome midwifery. 

Podalic version was performed 33 times, or I in 3034 
cases. Multipare, 31; primipare, 2 ; males, 24; females, 9. 
Nationality: 19 English, 11 Irish, 2 German, 1 Scotch. It 
will thus be seen that the nationality of the mother*and the 
sex of the child contribute an important part in operative 
midwifery. With regard to the sex of the child as a cause 
of difficulty, Dr. Clarke* truly observed, and his observations 
have been borne out by Professor Thulstrup, of Christiania, 
that not only is the male child weightier and longer, but 





* Phil. Trans, ixxvi. p: 358, 
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what concerns the obstetrician most is that the surface of the 
head of the male child is to that of the female as FQ) t0- 18, 
or the surface of the female child’s head is <'y less than 
that of the male. Eight times the operation was performed 
for presentations of the upper extremities, and three times 
for placenta praevia ; in the remaining 22 cases it was as an 
alternative for the use of the forceps. Relative frequency 
of version to forceps cases in my practice, as 33 is to 47. 
Relation of the frequency of version to forceps cases in 
Churchill’s statistics as 123% to 115, or in my practice ver- 
sion is nearly 4 and forceps 24 times more frequent, Ta 
the Dublin Lying-in Hospital during the two years 1876-7 
the relative frequency of version to forceps was as 10819 
is to 14,2; in 2179 cases. To discuss here the relative 
merits of turning in contracted pelvic brim over the use 
of the long forceps might be considered a digression ; but I 
may be allowed to state that I have performed the opera- 
tion of turning now 48 times, and have never known any 
bad results to follow ; nor doI think that the careful intro- 
duction of the carbolised hand into the uterus before and 
shortly after delivery is fraught with the danger some would 
have us believe. 

The ever-cautious Denman* says, in speaking of the 
injury the soft parts may receive : “Nor have I ever known 
any ill consequences follow the compression which the soft 
parts of the mother undergo between the head of the child 
and the sides of the pelvis, if proper attention were paid to 
the state of the bladder and rectum.” Setting aside the 
experience of such men as Ambrose Paré, Mauriceau, Bau- 
delocque, and others belonging to the birthplace of version, 
probably no one is more entitled to be heard, or has more 
experience, than Ramsbotham,+ for between the years 1823 
and 1834 he delivered more than 120 women undet trans- 
verse presentations, many of which were formidable. “In 
not one of these instances,” says he, “was any injury in- 
flicted on the uterine structure by the hand, nor did any per- 
manent evil arise that could be attributed to the operation.” 








* “Practice of Midwifery,” p. 469, 1816. 
t “Obs, Med. and Surgery,” p. 362. 
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Maternal Deaths.—In all, 8. 


Causes. Time. 
Secondary hemorrhage . . . I case g days after 
Version was performed for puer- delivery. 


peral convulsions. 


Post-partum hzmorrhage i. - Sehewmery 
Puerperal eclampsia 5 Pon. ~ Fora 
Craniotomy and unhygienic conditions? , 30days, 
P. scarlet fevert (in my absence) Ports 6 Tip eee 
Instfumental delivery (septicemia)... 1 oj. 26 5,=5 
Phthisis (acute) . Meee Oe ae ey ke 


Diarrhcea and puerperal mania ee ie kr 
The diarrhoea began three months prior to delivery. 
We may fairly exclude 2 deaths—viz., that from phthisis 
and that from diarrhcea and mania; thus leaving to be 
accounted for 6 deaths, or I in 169 deliveries. 


Fetal Deaths.—In all, 64. 


Causes. Causes. 
30. Dead and-putvid ~~, 2) > 3°85. Wecsion: 
3 Craniotomy .....>. «) \. 2) Puerperal eclamap ar. 


(caused by) 

5 Placenta previa (in cases of). 4 Prolapsed funis.t{ 

3 Monstrosity... .  « ct aR@RCeps: 

7 Accidental haere . . 1 Tedious labourandergot. 
Patient would not allow 
use of forceps. : 

1 Knot on cord « 2... ..).2- Expulsion: 6f, Syumieee 
tire (mort). 

49 15 

Total: 64. Feetal deaths in 1060 children, or 1 @& 
16%. Exclude Nos... 30, 3.3:2.:1., leaving 25) 16 team 
counted for, or I in 404% cases. In the Dublin Lying-in 
Hospital, during seven years, the proportion of still-born was 


* Vide Med. Off. Health Report, 1878. 
+ Brit. Med. Four., vol. ii. 1877, p. 918. 
t Two cases came under my care long after ie cord had ceased to 
pulsate. Midwife in attendance. 
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I in 14; and in the Royal Maternity, London, 1 in 34 
cases.— Lancet, vol. ii. 1859, p. 415. 


Rare Peculiarities and Complications. 


3 cases of sleep in the interval of pain, all primipare.* 


er. ss no after pains, all being multipare., 

. ia true knot on cord, length 32 in. (primipara), 33 in. 
(multipara), and in a twin case 32 in. (multi- 
para). 

a} intra-uterine respiration,t multip. 1, primip. 1. 

I ee broken cord. 

I " spontaneous evolution (premature birth). 

Ce retained placenta (requiring introduction of 
hand). 

Beri, ruptured perineum. Instruments not used. The 
children were small, and both mothers were 

— primipare. 
27 


Labour was complicated with accidental hemorrhage in 
17 cases, 14 being multipare and 3 primipare, and with 
unavoidable hemorrhage in 7 cases, I only being primipare. 
Puerperal convulsions occurred 6 times, 4 being multipare 
and 2 primipare. In the 2 primipare, convulsions followed 
after delivery—in case No. 20 almost immediately, and in 
that of case No. 60 five hours elapsed. In both cases the 
feet pitted on pressure, and urine was albuminous. One 
multipara, No. 64, had also albuminous urine, sp. gr. 1020 
and 1030 (two samples). In the remaining 3 cases samples 
were not obtainable. . 

Twins 21 times, or I in 482 cases. Multiparz, 20; primi- 
Patz, 1; males, 21; females, 21. Seven: times a male was 
co-twin with a male; seven times a female was co-twin with 
a female ; seven times a male was co-twin with a female. 
The presentations consisted of two heads in 3 cases, where the 
male was co-twin with a male, and of the remaining 4 cases. 


* Montgomery, “Signs and Symp. Pregnancy,” p. 608, 2nd edition. 
1863. 

+ Vide “ Kennedy on Auscultation,” pp. 138-9 ; “ Obst. Selected Works,” 
p. 450; Lancet, April 21, 1877, p. 568. 


No. LXXXI.—VOL. VII. QQ 


562 A Contribution to Midwifery Statistics. 


Head and nates presented in I case. 


Head and hand > Toy, 
Head and fight arm...,, oe 
Both nates oe 


In the case of the females co-twin with a female, 2 cases 
occurred in which 2 heads presented. In the remaining 5 
cases the 

Head and feet presented in I case. 
Both nates . — 
Feet and head Pm eae 


In 1 case placenta came away before the second child— 
no hemorrhage occurred. , 
In the case of a male co-twin with a female— 


4 cases presented feet and head—face to symphysis 


in 2 cases. 
ae i head and nates. 
‘ao a shoulder and foot. 
Beg * 2 heads. 
Pulse-Rate. 


I have made 300 consecutive observations on the pulse- 
rate after delivery, and in every instance it was immediately 
after the completion of the third stage of labour, and rarely, 
if ever, five minutes after completion of the second stage. 
To enter into details would be to prolong this Paper beyond 
proper limits ; so, for the sake of brevity, I divided the pulse- 
rate into six decades, embracing all strokes from fifty to a hun- 
dred and upwards. In the first decade are included all those 
having a pulse-rate from 50 to 60 strokes a minute, and 
they were 9 in number, or a mean in this decade of 54 mean. 
In the second decade 

areincludedall those 
having a pulse-rate 


from . . . . 60to 70, innumber 39 mean rate 644 
In the third do. 7oto 80, i, 7 - 744 
In the fourth do. 80 to go, * rae = 84 
In the fifth do. 90 to 100, 5 54 5 94 
In the sixth do. 100 to 130, “ 27 s I15 


Number 300, or 81 mean. 
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We have here, then, 300 women after delivery with a 
pulse-rate varying from 50 to 130 beats per minute, or a 
mean of 81. From those observations I am not inclined to 
attach much importance to the pulse-rate either as a sign 
of danger or of post-partum hemorrhage. 

Provided my patient was comfortably placed in bed, the 
uterus firmly contracted, the child applied to the breast, and 
no history of flooding, I should take my departure with a 
tranquil mind, regardless of the frequency of the pulse. I 
am aware that this statement is not in accordance with 
opinions held by some accoucheurs at the present day, and 
such action would be a direct violation of the customs and 
practices of Churchill, Denman, Gooch, and others, who 
under such circumstances remained with their patient for 
hours, and to such action attributed their safety. I have 
refrained from comparisons as to results, not so much from 
the knowledge that comparisons are odious, as from the fact 
that, so far as I am aware, there is no reliable information 
from which to draw trustworthy conclusions. The process of 
occlusion followed by some, and the more general and 
objectionable practice of relating favourable results, or with 
holding the unfavourable, followed by others, leave the 
answer to the question—What is the mortality to the child 
and the mother during delivery and the puerperal state ? 
still untold. The limited number of cases and observations 
detracts doubtless from whatever value this contribution 
May possess; but, conscious of its many imperfections, I 
offer it to your kind consideration, in the belief that others, 
abler and more experienced, may conclude the inquiry which 
as yet is only commenced. 
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ON THE BENEFICIAL INFLUENCE AND AD- 
VANTAGES OF TIMELY POSTURAL TREAT- 
MENT, FOOD, ETC, IN THE LYING 
IN ROOM. 


WITH SPECIAL REFERENCE TO THE PREVENTION OF 
HAEMORRHAGE AND SEPTICEMIA AFTER 
COMPLETE DELIVERY.” 


By G. Krntocw Honey Paterson, M.R.C.P. & S., M.D. 
Perth, N.B. 
IT may, I presume, be taken for granted that few in 
general practice can have failed to observe, during their past 
attendances or visits in any given year to lying-in women, 
that a certain proportion of the latter were the subjects, 
after complete delivery, of considerable bodily internal 
suffering from after-pains lasting for longer or shorter 
periods, and by far the oftenest unwillingly borne by them. 
These pains are of an intermittent and paroxysmal or 
contractile character, and so severe at times that it is not at 
all unusual, when inquiry is made, to hear a mother say, 
somewhat sorrowfully, that they are worse to bear than 
were her pains during and at childbirth (I refer here more 
particularly to the wives of the working classes), Also, not a 
few of these patients, after delivery, from the continuance of 
the pains look oftentimes wearied or weakly, and are gene- 
rally longer in recovering in consequence ; while there are 
mothers, after being confined, who appear to be little, 
affected, or seem altogether exempted from after-pains ; and 
we know in reference to such, that primipare as a rule are 
oftenest free of, or do not suffer so much from, after-pains as 
multipare. Well, then, let us consider some of these 
instances, or suppose two cases of the same kind as just 
mentioned, of nearly the same age and having before child- 
birth similar natural presentations ; about equal duration as 
o hours of labour in childbed; with no abnormalities 





* A Paper read before the Perthshire Medical Association, 3rd October, 1879. 
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or irregularities discoverable in either, and notably one has 
not, while the other is accompanied by, the suffering from 
after-pains referred to as frequently found existing ; and 
even though such may not be always sufficiently obvious as 
harmful, still the question to my mind very naturally 
springs up—Why this suffering after complete delivery ? 
Clearly, and as might on a little reflection be expected, the 
mothers do not recover alike as to time, and a reply, 
apparently without any seeming want of correctness, 
could no doubt so far be given, that, not unlikely, the slow- 
ness in gaining strength may have arisen from something 
wrong or faulty in the system, or natural delicacy of con- 
stitution, or the births following too closely, or the length 
and kind of each of the labours, or whether easy or hard 
or lingering, and perhaps from the way such had been 
respectively managed. Reasons such as these I have stated 
did oftentimes not seem to myself always satisfactory, or 
from experience in not a few cases to be mainly the real 
cause ; and while now and then dwelling on these considera- 
tions, the thought crossed my mind concerning the different 
postures, such as on knees, back, &c., I had observed lying- 
in women from their own choice or custom bearing their 
children in; oftenest, as well as in other cases, married 
women I had been very hastily called to attend. Some of 
these I found on my arrival extended their whole length on 
the floor, these probably, as I supposed, being borne down 
during their childbearing by the force of a severe or violent 
labour-pain. One of such, a footing case, I mention to 
show the difficulty a medical man in his practice may expect 
to meet with at times. The woman was lying on the floor, 
having been left alone, with her feet towards the door of 
the room. When I arrived and on examination I found the 
child born all except the head ; there was in addition more 
sanguineous discharge than usual around her, almost like a 
little spread-out pool of the latter, but there was seemingly 
no alternative left for me than to try as quickly and carefully 
as possible to get the head out of the lower part of the 
pelvis, so as to preserve or save the lives of one if not two in 
no small jeopardy. Nevertheless, difficult and unusual as 
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the posture was for all of us, I fortunately soon after suc- 
ceeded in delivering her. The child was nearly gone, but on 
applying the usual means it came round, and, after separating 
the two by dividing the cord, both were helped to bed ; the 
binder (previous compression of the uterus through abdomen 
being employed) was then applied ; each did well, and the 
mother was soon out of bed and about again. | 

I recollected also the mode of life and customs amongst 
the wives of savage tribes in foreign countries, while on their 
travelling or mountaineering journeys, that it was said when 
one of these finds her time of lying-in has come, she, the 
parturient woman, squats down in some near shady nook with 
a female attendant or two beside her, and that after a few 
labour-pains the child is born easily, and she will then after 
a short interval of rest get up and start again with her 
infant and companions, in hopes to overtake those on 
before them, little the worse apparently. ‘The narrative by 
travellers abroad given us of such brings to my mind, 
as it will do to several present and others, the occasional 
childbirths on footpaths of country road-sides heard of, and 
the report of the mothers not being much put about by 
lying-in ; in such an unusual situation they all soon get better, 
neither mother nor child seeming to have suffered any harm. 
Singular and noteworthy it is to find that no mischief 
occurred to any of these lying-in women alluded to, when 
bearing their children in these out-of-the-way places in 
separate parts of the world. Hence I was inclined to believe 
that the natural movement of or exertion undergone by the 
mothers seemed rather to be in their favour than against 
them, and also tended to their sooner recovery. 

Now, in recurring more particularly to parturient women 
after complete delivery, it seemed to my mind, and for 
some time, that the suffering and delay in recovery ap- 
peared to be owing to want of attention, either immediately 
after childbirth, or while lying in bed in the recumbent 
posture, to the injurious tendency of the latter, and the 
overlooking of the extent of the lochial discharge. In re- 
membering cases where I was only called in either shortly 
after childbirth, or on the evening of the same, or following 
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day, there was, on examination, found frequently to have 
been overmuch lochial discharge, accompanied by unusual 
after-pains occasionally; also cases of lying-in women 
having severe or slow-lingering labours came under my 
charge formerly. Natural presentations in nearly all ; foetal 
heads, on examination, felt firm and unyielding, while the 
internal pelves were of average size, but not over-spacious 
or roomy enough always to give and allow exit to corre- 
sponding contour of each child’s head. These lying-in women, 
although, after complete delivery, well bandaged with firm 
pad underneath, still showed more or less a tendency to a 
slow continuous draining away of blood clots and sanguineous 
liquid from the uterine passages, the odour of such being 
readily felt on entering the lying-in room of the patient. 
Again, there were occasional cases of lying-in women, 
in whom there was ascertained curing or after their de- 
liveries to be an unusual jutting forward of the promon- 
tory of the sacrum; these cases, I need scarcely say, are, if 
the head of the child is somewhat larger than usual, 
generally difficult to manage, and not unattended with 
danger. Where untimely mechanical help has been given, 
the medical attendant may look for the appearance of a 
continuous flow of uterine and vaginal blood discharges, or 
there will be found concealed retention of the latter, the 
abdomen being oftentimes enlarged in consequence, and not 
unlike that of a woman near her confinement, but the internal 
mischief goes on, not seldom inwardly and partly outwardly, 
and may be, and I have no doubt often is, quite unsuspected, 
until I fear it is too late, in more than one case now and then. 

In a leading article of the Wedtcal Times and Gazette, April, 
1877, one of the editors, alluding to the injurious effects 
likely to arise from the ordinary lying-in posture after 
complete delivery, in _Teference to it expresses himself as 
follows :— 

“After the birth of the child attention must especially be 
directed to the maintaining a free escape for the lochia. 
(Now mark this and what he says next.) In the ordinary pos- 
ture of the patient, with buttocks slightly depressed below 
the level of the surrounding portion of the mattress, the 
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lowest part of the bottom of the hollow of the sacrum is 
lower than the posterior commissure ; so that the liquid has 
to collect and rise to a certain level before it can escape 
outwards, hence a greater or smaller quantity will always 
remain dehind if Nature be left to herself, and may thus set 
up decomposition in the secretions which escape from the 
uterus later on. Moreover, the lochia tend to escape at the 
upper part of the valvular aperture, and not at the posterior 
commissure, owing to the way in which the labia overlap 
and become adherent to one another, so that a considerable 
quantity of FLUID MAY BE RETAINED IN THE VAGINA, and 
there undergo those changes which are so liable to give rise 
to septic infection.” 

This apt quotation was written, as will be found, with the 
view to support the method or plan of irrigation of the 
uterus and vagina by Dr. Fritsch. I may mention that I 
had begun the method, I shall explain to you hereafter, 
before 1877, 

(To be continued.) 
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A Manual of Midwifery for Midwives. By Fancourt 
Barnes, M.D. Aber., M.R.C.P. Lond. Smith, Elder 
end Co. Pp: az. 


A CONVENIENT manual for the instruction of midwives, in 
accordance with the teaching of the most modern obstetri- 
cal authorities, has long been’ much needed. And if the 
time should ever come that the efforts of the Obstetrical 
Society of London and other medical authorities should lead 
to any result, and public provision be made for the registra- 
tion of midwives and the instruction and examination of 
those to be placed on the register, the importance of having 
such a book will become still greater. Dr. Fancourt Barnes 
has attained considerable success in the difficult task which 
he has undertaken, of giving a plain and simple explanation 
of the elementary part of obstetrics, without tempting mid- 
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wives to encroach upon the province of fully educated 
practitioners by teaching them too much of the more ad- 
vanced portions of the subject. If anything he inclines 
towards the error, which is doubtless the preferable one of 
the two, of teaching too much rather than too little. Thus, 
we find a partial discussion of the treatment of hydatidiform 
moles, of placenta previa, of puerperal convulsions, and 
puerperal septicemia, all of which are emergencies in which 
it would be the main, if not the sole, duty of the midwife to 
send at once for medical assistance. The description of the 
mechanism of normal labour, and of such varieties as occipito- 
posterior, face, and pelvic presentations is very clear, and as 
complete as is desirable for the purpose of the work. The 
value of the book is much increased by numerous and ex- 
cellent engravings, many of which are taken from the works 
of Tyler Smith, Robert Barnes, and Playfair. A useful 
appendix is added, containing a considerable number of 
questions which have been set in the examination for the 
diploma of the Obstetrical Society of London. 

One of the first requisites in a good manual for midwives 
is that it should very fully and plainly describe the symp- 
toms and signs of all conditions requiring medical assist- 
ance, and make it very clear when it is the duty of the mid- 
wife to call in such aid. In general the author is careful to 
point this out, but in some places we think that his descrip- 
tion might run the risk of inducing a midwife to undertake 
too much herself. Thus, the treatment of retroversion of the 
pregnant uterus by reposition under chloroform, or by induc- 
tion of abortion, is mentioned, without any express caution 
that a medical man should be called in. In the section on 
abortion, which so often proves a source of future uterine 
trouble in the poorer classes, we think that something of the 
same fault may be found. The author does certainly advise 
the midwife to share the responsibility by a consultation, 
when the ovum is found protruding at the os. But a little 
more information as to the relative significance of abortion at 
different stages of pregnancy, and the symptoms, both in 
threatened and in completed abortion, which should make the 
callin3-in of medical aid imperative would have been useful, 
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In the section on post-partum hemorrhage, we think that 
more should have been said of prophylactic treatment. It is 
mentioned, indeed, in the chapter on the management of 
normal labour, that the midwife should place her hand upon 
the woman’s abdomen immediately after the child is born, 
but the importance of keeping a constant watch on the 
state of contraction of the uterus up to the expulsion of the 
placenta, and even afterwards, is not insisted on. 

As regards the use of ergot in tedious labour, the author 
lays down a perfectly correct rule that it is admissible in _ 
cases of deficient uterine action, when the os is fully 
dilated, the head low down near the outlet, and there is 
plenty of room in the pelvis. But we think it possible that 
a midwife might be encouraged in too ready a use of a 
remedy so tempting to an impatient person, debarred from 
the use of forceps, by his mention of it. He introduces its 
“timely administration” as a plan which may be applied 
successfully, under given conditions, in many cases, before 
speaking of the use of external pressure or the application 
of forceps. An additional caution should at least have been 
added, that the midwife should make sure, before its ad- 
ministration, that the uterus is lax in the intervals of pain, 
and not in a state of continuous action or trismus, and that 
the foetal head is free to recede between the pains. We 
think that the administration of half an ounce of wine of 
antimony, for the treatment of precipitate labour, is rather 
a powerful remedy to advise to midwives, and are even in- 
clined to doubt whether their judgment is to be trusted for 
the making of lateral incisions, to avert the rupture of the 
perineum. 

As to the pathology of puerperal fever, the author seems 
alittle uncertain. At the outset he speaks of it as “a disease 
to which lying-in women are especially prone, and which 
seems to depend upon some definite poison which is ex- 
tremely contagious,’ an expression which seems to imply 
the theory that the disease depends upon a specific zymotic 
poison, as maintained by Dr. Fordyce Barker. In the rest 
of the chapter, however, and especially in the division into 
auto-genetic and hetero-genetic classes, he seems to follow the 
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prevalent modern view, that it is simply septicaemia modified 
by the puerperal state. The disease is accurately de- 
scribed, but we should have liked to see a more distinct 
enumeration of the earliest symptoms of danger which 
should suggest the seeking for medical aid. We should 
have liked also to see the routine use, in normal cases, of 
vaginal injections with a simple antiseptic, such as diluted 
Condy’s fluid, recommended as a prophylactic measure in 
the chapter on the management of the lying-in, instead of 
this recommendation being limited to cases where the lochia 
are scanty or unusually offensive. 

On the whole, we can recommend the book as far superior 
to any previous one intended for the same object. It is 
also fitted to serve as a guide for the immediate need of 
junior students while attending midwifery cases under the 
supervision of more experienced persons. 





Deaths in Childbed and our Lying-in Hospitals. By A®neas 
Munro, M.D. Smith, Elder and Co. Pp. 222. 


THE opinion which has been generally held with regard to 
the usefulness of lying-in hospitals to the patients delivered 
in those institutions is sufficiently indicated by the fact that, 
with one insignificant exception, no such hospital has been 
founded in London since the year 1765, notwithstanding the 
immense extension of general and special hospital accommo- 
dation which has taken place since that date. But it is a 
remarkable fact that there was a time when the mortality of 
at least several lying-in hospitals appeared to have been re- 
duced within as small, and indeed smaller, limits than what 
is now believed to be the average puerperal mortality of the 
country, and when the physicians of the day were congratu- 
lating themselves upon the immense advantages in sanitary 
science which were thus demonstrated to have been made. 
Thus, the British Lying-in Hospital, which from its foundation 
in 1749 up to 1789 had a mortality varying in each decade 
from 16°5 up to 23°6 per 1000, showed, for the last decade of 
the century, in 6677 cases, the extremely low mortality of 
3°2 per 1000, which is scarcely exceeded by the most 
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favourable results of extern maternity charities.* About the 
same time almost equally favourable results were being 
attained at the City of London Lying-in Hospital, which, 
in the decade 1790—1 800, had, in 4456 cases, a mortality of 
5°7 per 1000, and-in the decade 1800—1810, in 4097 
cases, a mortality of only 4:3. per 1000.. These figures 
demonstrate conclusively that for periods of ten or twenty 
years, and with a large number of patients, it must have 
been found possible to avoid any prevalence of puerperal 
septicemia beyond that which is apt to occur in private 
practice, or in extern charities, under the most favourable cir- 
cumstances for preventing the spreading of infection. 

Nor did this improvement occur in London only ; but in 
the wider field of the Rotunda Hospital at Dublin something 
of the same sort, though to a less marked degree, was taking 
place about the same time. From the foundation of the 
hospital up to 1780 the death-rate had varied, in each 
decade, from 10°6 up to 14°8 per 1000. Towards the close 
of the century it gradually diminished, being 9°6 per 1000 
in the decade 1781—1790, and 8°8 per 1000 in the decade 
1791—1800 ; though in the following decade, 1801, it had 
again begun slightly to rise, being 9°7 per 1000, and has never 
since that time even approximated again to so low a level. 
It is to be remembered, moreover, that towards the latter 
part of this period of low mortality, the number of patients 
admitted had reached the highest level ever attained, and 
was more than double the largest number who, within the 
last twenty years, have ever been delivered in a year within the 
same space. During the thirty years above mentioned, there 
were four which are picked out by Dr. Kennedy, according 
to the hospital records, as having been marked by freedom 
from any prevalence of metria. In these four years the mor- 
tality was only 47 per 1000 in 1513 cases, 4°9 per I000 
in 1604 cases, 4°8 per 1000 in 2511 cases, and 4°9 per 
1000 in 2665 cases respectively, the two years last men- 
tioned having been consecutive years. 

Again in seven out of the same thirty years, noted by Dr. 


* See a Paper “ On Hospital Mortality,” by Dr. Steele, in the Jounal 
of the Statistical Society, June, 1877. 
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Kennedy as having been marked by only a slight prevalence 
of metria, the mortality varied between 5'4 and 6:2 per 1000. 

A comparison of more modern statistics with these figures 
is almost sufficient to cast a doubt upon the boasted relative 
efficacy of modern cleanliness and newly-discovered anti- 
septics, and seems to prove either that there is some radical 
defect in the construction of our present lying-in hospitals, 
or that there has been something short of perfection in their 
management, or in the regulation of the clinical teaching 
connected with them. 

The deaths in the British Lying-in Hospital had risen to 
19°4 per 1000, in 2059 cases, in the decade 1865—1875, 
and those in the City of London Lying-in Hospital to 12:8 
per 1000, in 5378 cases, in the decade 1855—1865, and 
14°3 per 1000, in 4751 cases, in the decade 1865—1875. 
Again, in Queen Charlotte’s Lying-in Hospital, the mean 
death-rate in the old hospital, from 1828 up to the date of 
its closure, was 20°4 per 1000, and it was thought necessary 
to demolish the building on account of its excessive mortality. 
But, in the new hospital, from its opening in 1856 up to 
1876, the mortality actually rose to 28°8 per 1000, in 7613 
cases, and the same institution has again recently attracted 
attention from the excessive prevalence of metria within it. 
At the Rotunda Hospital at Dublin, the mortality had risen 
to 32°7 per 1000 in the decade 1860—1870, a result clearly 
attributable to the prevalence of septicemia, since in two 
years, 1861 and 1862, the death-rate was 51°9 and 72°5 
per 1000 respectively. In Dr. Johnston’s Mastership, 1868- 
1875, the mortality had improved, but was still high, 22:0 
per 1000. At the Coombe Lying-in Hospital, Dublin, the 
death-rate between 1854 and 1868 was somewhat better 
than at the Rotunda, 13°1 per 1000 in 6776 cases. 

This variation in the mortality at the Rotunda Hospital 
at different dates appears to us not to have been sufficiently 
taken into account in the recent debate on the use of the 
forceps in lingering labour, at the Obstetrical Society of 
London. The statistics of the hospital were then quoted for 

a different purpose, and it was argued that as Dr. Collins 
used the forceps in I case in 608 and had a total mortality 
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of 10 per 1000, while Dr. Johnston used them in I case 
in 10, with a mortality of 22 per 1000, therefore the great 
experiment of Dr. Johnston in the frequent and early use 
of forceps has tended to show rather the reverse of his onw 
conclusion, that such a practice tends to save the maternal 
life in child-birth. It is certainly true that no testimony in 
favour of Dr. Johnston’s practice, as regards maternal mor- 
tality, can fairly be deduced from the statistics, and that as 
far as they go, their evidence is rather adverse to it. But it 
is fair also to bear in mind that, if Dr. Johnston’s mortality 
was 22'0 per 1000, the mortality of the preceding seven 
years, before the practice of using forceps very frequently, 
and often before full dilatation of the os, had been intro- 
duced, was no less than 36°0 per 1000. 

That the rapid disappearance of this improvement in the 
death-rate of lying-in hospitals at the close of the eighteenth 
century is scarcely likely to have been due to any epidemic 
constitution of the atmosphere, but rather to some con- 
dition of the hospitals themselves, seems to be indicated 
by the improved results obtained under careful ye 
precautions in certain lying-in institutions at Paris,* where, 
not many years ago, the puerperal mortality, in almost all 
the hospitals, exceeded even the worst results ever obtained 
in this country. Thus, at the Cochin Hospital, whose death- 
rate for the years 1861—1863, is quoted by Miss 
Nightingale as having been no less than 130°5 per 1000, 
the total mortality for the years 1873—1877, inclusive, 
out of a total of 3697 cases, was only 9'I per 1000. 

There is doubtless a tendency for the mortality of lying- 
in hospitals to be raised above the general puerperal mor- 
tality by the cases of special difficulty which are sent to 
them, and by the undue proportion of unmarried primi- 
parse among the patients of some of them, as for instance, 
at the Dublin Rotunda Hospital. But that this cannot: 
account for the whole of the excess in their mortality, which’ 
has generally been observed, seems to be shown by the case. 
of the Dublin Rotunda Hospital, at which, in the ten years 


*See a recent Paper by Dr. Beurmann, “ Recherches sur la Mortalité — 
des Femmes en Couches dans les Hépitaux.” 
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out of a period of thirty in which it is noted by Dr. 
Kennedy that metria was not prevalent or only slightly 
prevalent, the death-rate varied only between 4°7 and 6:2 
per 1000. A similar inference may be drawn from the 
Statistics of the lying-in wards of workhouses, in which the 
proportion of unmarried primiparz is much greater than at 
any lying-in hospital. The average mortality for a period of 
about five years, taken from 40 workhouses in London, 
one in Liverpool, and one in Dublin, is given by Dr. 
Munro as being, in 21,792 cases, 7°I per 1000. 

The author of the book before us endeavours to show that 
London ought to be placed at least on a par with the other 
capital cities of the kingdom in hospital accommodation for 
lying-in patients; whereas at present the proportion of 
hospital lying-in beds to population is, in Dublin 1 for 
every 2000, in Edinburgh 1 for every 7500, in London 
only 1 for every 24,000. His specific recommendation is 
that there should be built, in the western district of London, 
a lying-in hospital containing about 60 beds, and constructed 
in a manner which, he expects, will obviate the dangers of 
similar institutions now existing. The book contains 
numerous tables of statistics, which are not very novel, being 
mainly taken from the works of Miss Nightingale, Dr. 
Le Fort, Dr. Matthews Duncan, and others, but which to- 
gether form an interesting collection of facts. 

Detailed descriptions and plans are given of the hospital 
proposed. It is to be on the cottage principle, the cottages 
fifteen feet apart, but connected. by a corridor. Each 
cottage is to contain 4 lying-in beds, each in a separate 
room. In this way the necessity for a delivery-ward is 
to be done away with, and the conditions assimilated as 
nearly as possible to those of a patient delivered in her own 
home. There can be no doubt that this plan of building is 
far preferable to that of any lying-in hospital now existing 
in England, the only drawback to it being the expense of 
construction, and that of the extent of ground required. 

The author also proposes to establish an auxiliary hospital | 
for the treatment of the diseases peculiar to women, with a 
corresponding out-patient department. It can scarcely be- 
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argued that there is at present any lack of hospital accom- 
modation for complaints of this class, taking into account 
the special hospitals and the special departments which 
exist at all the general hospitals. It would seem, therefore, 
that this part, at any rate, of the scheme is conceived at 
least as much in the interest of those who might become 
medical officers to the proposed hospital, as in that of the 
public good. 

The author is led, by the exigencies of his argument, to — 
disparage unfairly the value of extern maternity charities, 
such as the Royal Maternity Charity, and those which are 
attached to all the medical schools in London. Their death- 
rates he pronounces to be utterly unreliable, and dilates on 
the neglect and inexperience of students and midwives. It 
is certainly true that so absolute an accuracy is scarcely to 
be attained in out-door statistics as in those of a hospital ; 
and it is probable that, in former years, if not at present, 
some of the excessively low death-rates reported, such as 
those less than 3 per 1000, may have been due to a neglect 
in following out fully all the cases. But all those who are 
best acquainted with the working of such extern charities 
will agree that their results are really superior, not only to 
those of lying-in hospitals, but to the average puerperal 
mortality of the country, and that, as a rule, the possible 
errors in the statistics do not amount to any considerable 
per-centage of the whole. Even with most careful personal — 
supervision of the statistics, and following out of all cases 
of post-partum ailment, the death-rate in such maternities — 
has never, of late, been found, in any large number of cases, 
much to exceed 5 per 1000. It is to be remembered, too, 
that patients generally leave a lying-in hospital before the 
end of a fortnight after delivery, and that an eventually 
fatal disease, due to or affected by parturition, may first 
manifest itself after that interval. 

A considerable proportion of the need of London, sodeplored 
by the author, is supplied by these maternities. Taking the 
author’s estimate of 15,000 gratuitous deliveries at home in 
London every year, the proportion of these to the population 
does not fall far short of the proportion of hospital deliveries 
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to population even at Dublin. And we are inclined to 
think that the number—15,o00—must be too low an 
estimate, for in three only out of the numerous charities— 
namely, those of Guy’s and St. Thomas’s Hospitals and the 
Royal Maternity Charities—the deliveries in 1876 were 71II. 

Of the immense advantage to the clinical study of 
obstetrics which a lying-in hospital might afford, no one can 
feel the smallest doubt. And many of the statistics which 
we have quoted would seem to indicate that it may be pos- 
sible to overcome the dangers of such an institution, We 
should have pleasure, therefore, in seeing a trial made of 
such a hospital as that described by the author under the 
supervision of experienced and skilful obstetricians. But it 
may be open to doubt whether an urgent appeal to the 
public for subscriptions can be conscientiously justified on 
the ground of the benefit to the patients likely to be obtained 
from such a hospital as compared with that which might be 
derived from an extension Westward, if necessary, of a charity 
arranged on a plan similar to that of the Royal Maternity 
Charity. Even as regards unmarried primipare, who cannot 
always be attended at home, it is by no means certain that 
the greater luxury of a lying-in hospital would not be com 
pensated by a mortality greater than that of the lying-in 
wards of workhouses, which have been shown to give, con- 
sidering the class of patients received in them, such excellent 
results. 
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Cholera in the Newly-Born. 
By Mé. J. C. Lucas. 
The author related two cases. The first occurred in one of the 
epidemic areas of malignant cholera. A soldier was attacked at 
9 A.M. and died at 3.15 P.M. on the same day. He had two wives, 
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who both nursed him, and both escaped the infection. A woman 
thirty years old, living in quarters about twenty yards off, who 
was in the eighth month of pregnancy, was attacked by choleraic 
diarrhoea. ‘This was stopped by treatment, but on the fourth day 
she was delivered of a living foetus. The child, almost instantly 
after birth, was attacked by purging and vomiting, the dejections 
being characteristic of cholera, and died in eleven hours. It was 
not suckled, and no food was given to it. : 

In the second case the first person attacked was a woman twenty- 
seven years of age, who was suckling a child five months old, and 
continued to do so during her illness. The child escaped entirely. 
Another woman, twenty-six years old, living about 20 feet off, who 
was near the full term of pregnancy, took the disease. On the third 
day she was delivered spontaneously. The child, which was healthy- 
looking, was put to the breast. Twenty hours after birth it was 
attacked with symptoms of cholera, with characteristic dejections, 
and died in nine hours. The mother recovered. 

The author considered that the infection was probably conveyed 
through the maternal circulation, and that the incubation took place 
in utero. 


Cesarian Section. 


Dr. Braxton Hicxs exhibited, for Dr. R. P. Harris of Phila- 
delphia, photographs of a dwarf upon whom the Cesarian sections 
had been performed during her labour, and who had died three days 
after of peritonitis. 


Deficient Development of the Uterus—Atresia of the Externum— 
Atrophy of the Ovaries—Insanity. 


By Mr. ALBAN DORAN. 


The patient, aged thirty-eight, died in Bethlem Hospital of bron- 
chitis. She had only menstruated once, at the age of nineteen, when ~ 
she was rather prepossessing in appearance. She afterwards grew 
much taller, became masculine in appearance, and repulsive-looking, 
and finally insane, apparently from her extreme dread of observa- 
tion on account of her repulsive appearance. ‘This was only a few 
months before her death. ‘The mammeze were never developed. 
Dr. Savage made a necropsy, and gave the generative organs to the 
Royal College of Surgeons, where Mr. Doran examined them. The — 
orifice of the vagina was circular, and measured three-quarters of an 
inch in diameter; the canal widened to an inch and a half in the © 
middle, after which it rapidly contracted into an apex marked by a 
pin-hole aperture, which was impervious, and represented the 
os uteri, The uterus measured two inches from the fundus to the 
rudimentary os uteri. When fresh, the uterus felt like a flaccid 
thin-walled cyst. The cavity contained about half a drachm of a 
white semifluid, sebaceous-looking matter. ‘The walls of the uterus 
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only measured one-eighth of an inch at the thickest part. There 
was no clitoris, and no hair on the pubes, but the external organs 
were of female type. 

A minute cyst was found in the left ovary, but in neither ovary 
could any trace of Graafian follicles be detected. 

The specimen illustrated the malformation described by Kussmaul 
as the wzerus fetalis, the characteristics of which are, first, the dis- 
proportionate shortness of the body of the uterus compared with 
the cervix, and, secondly, the thinness of the uterine walls.  IIl- 
development of the mamme, observed in this case, was the rule. 
In most instances the patient is small. 


A Case of Congenital Double Inguino-Ovarian Hernia— 
Operation— Recovery. 


By Dr. THOMAS CHAMBERS. 


Emily D., a housemaid, born in Dublin, had had a lump in each 
groin as long as she could remember. They had always been 
painful after running or walking. -When twelve years old, she was 
taken to Sir Patrick Dun’s Hospital, having fainted in the street. 
As the lumps could not be put back, a double truss ‘was ordered 
for them, but she could only wear it occasionally, and dis- 
continued it at the end of a month. From this time they gradually 
became larger and more painful. 

She was admitted into the Chelsea Hospital at the age of twenty- 
four, having never menstruated. She was tall, 5 feet 9 inches, having 
a well-developed female bust, and was rather good looking. Her 
voice was feminine, though not musical. The breasts were above the 
average size, but the nipples absent, their site being marked by a 
rose-coloured spot, the size of a threepenny piece. An oblong body 
was felt in each groin, very movable; the right measuring 
3 by 2% inches, the left 2 by 1} inches. They were tender, but she 
had no periodic pain or swelling in them, Hair was absent from the 
pubes ; the labia majora small, the nymphz rudimental ; the clitoris 
small, but well formed. The vagina was a smooth cone-shaped 
opening, about 1 inch in length, terminating in a cul-de-sac. At 
the roof of this cul-de-sac was an opening large enough to admit the 
end of the index finger, which performed the functions of meatus 
urinarius. ‘There was no vestige of hymen. Careful examination, 
bi-manual, and per rectum, failed to find any trace of uterus or 
ovaries. ‘The pelvis was large and well formed of the female type. 
The patient had never experienced sexual desire, so far as she could 
understand the subject. She was supposed to be subject to hernia 
of both ovaries. But the question was raised whether this was not 
an example of that rarer form of hermaphroditism called “transverse 
hermaphroditism, with the external parts female,” as in a case recorded 
by Leopold, in which the tumours in the groins were testicles, 
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During the examination the left tumour was found to have dis- 
appeared through a small annular opening. It reappeared on the 
second day. The ovaries were regarded as not only useless but worse, 
in the absence of a uterus. They were removed on March 26th 
under antiseptic spray. .The pedicles were transfixed and tied. The 
wounds were closed by five silk sutures, the two uppermost trans- 
fixing the pedicles. Vomiting after the operation produced intense 
dragging pain in the wounds. 

On the 27th the temperature in rectum was 102°, pulse 114. On 
April 2nd she was doing well. On dressing the wounds for the first 
time and removing the sutures, the sloughing stumps of the pedicles 


were visible at the upper part of each, and there was a discharge of | 


fairly healthy pus on the left side, and of sanguineous fluid on the 
right. On the 6th, a large slough came away on the left side. ‘The 
wounds were healed by the 25th. When she left the hospital, the 
left breast had almost disappeared, but the right remained as before 
the operation. 

In a résumé of thirty-eight cases by Englisch, it appeared that in 
the cases in which extirpation of a healthy irreducible ovary was per- 
formed, one-half died of sub-peritoneal inflammation and its results, 
In a case somewhat similar to the present, recently recorded in the 
Annales de Gynécologie, Esmarch removed two ovaries from a woman, 
aged twenty-two, who appeared to have absence of vagina and 
uterus. The patient said that she had first found the swelling at the 
age of fourteen. ‘The bodies showed ovular structure. 

In other recorded cases, besides the present, trouble had arisen 
from the pedicles and the ligatures-applied to them. In any similar 
case the author would, in future, try the clamp and actual cautery. 


Report on Dr. Chambers’s Specimen. 


By Dr. JOHN WILLIAMS and Dr. GALABIN. 


The larger ovoid body had everywhere a rough external surface of — 


separated cellular tissue. A longitudinal section revealed a closed 
serous sac, enveloping most of its surface; a few slight adhesions 
between its walls. The enclosed body showed four marked gland- 


like lobules. The tissue could not be pulled out in tubes lke the — 


normal testis. At the upper part was a mass of fat, resembling in — 


shape the globus major of the epididymis. <A crescentic fold running 
from it showed the larger body to be the right testicle. In the 
smaller body only a portion of the parietal layer of the serous sac 
was intact. The mass of fat representing globus major and crescentic 


fold were symmetrical with those of the other body. To the former — 


were attached two small vesicles. Microscopic sections showed the 
tissue to be that of testicle. The tubules, however, were separated 
by a large amount of stroma. Their size was, for the most part, that 
of an eight months’ foetus, but, in one small lobule, they were as 
large as in the testis of a child two years old. They were filled 
with nuclear cells, which occupied the whole lumen of the tubes, as 
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in the foetal testicle. The conclusion was that the bodies were tes- 


ticles, the glandular structure of which had never undergone its 
normal development. 


Dr. Wittsuire said that the title of the paper was obviously 
erroneous, but that this could not be imputed as blame to the author, 
since the microscope only could positively decide the nature of the 
tumours. Probably other recorded cases would have turned out to 
be of the same nature if they had been examined as carefully. He 
had had a patient with inguinal hernia of the ovary who had tried to 
wear a truss, whereby great torture was caused. The tumour here 
was undoubtedly an ovary, and became periodically enlarged. He 
had discouraged any operation on account of the risk which recorded 
cases showed to be thereby incurred. He agreed with the author as 
to the plan of searing the pedicle with the aid of a clamp being pre- 
ferable to the use of ligatures. 

Dr. J. WiLLtaMs thought that the Society was greatly indebted to 
Dr. Chambers for his very full report. After the examination of the 
tumour, it became the basis of a most important generalisation. This 
was that congenital tumours in the inguinal canal were far more 
likely to be testicles than ovaries. In some similar cases the tumours 
had been shown at societies, but without any microscopic examina- 
tion having been made. Inguinal hernia was very rare in women, 
and he thought it almost impossible for the ovary to pass the inguinal 
ring. He considered that this case, and the one recorded by 
Leopold, proved the rule which he had laid down. 

Dr. GALaBIN said that the microscopic structure of the tumours 
resembled most that of foetal testicles, except that the relative propor- 
tion of areolar stroma to tubes was much greater. The stroma 
contained a large number of nuclear cells similar to those in the tubes. 
They appeared to be cells which had passed through the tube wails, 
and were on their way to be absorbed through the lymphatics. There 
appeared to be no doubt that the glands had never possessed any ex- 
cretory ducts. 

Dr. Rout said that the absence of sexual desire in Dr. 
Chambers’ case was to be noted. In cases in which the testicle was 
retained in the inguinal canal, the opposite was usually found, and 
the individuals were sexually very sensitive. If Dr. J. Williams were 
right, it would seem that testicles were liable to a quasi-menstrual 
enlargement. In some cases of rudimentary vagina which he had 
seen, sexual feelings were very strong. One lady had come to him 
to have her vagina enlarged on this account. 

Dr. J. WrL.iams said that it was generally allowed that unde- 
scended testicles were liable to zrregudar attacks of pain and swelling. 
Cryptorchids generally had not the power of fertilising. He believed 
that no case of so-called congenital ovarian hernia was genuine. 

Dr. WILTSHIRE said that it was not to be inferred that hernia of 
the ovaries never occurred. The patient whom he had _ himself 


582 Abstracts of Societies’ Proceedings. 


mentioned was a mother. Dr. Barnes had lately removed the 
ovary in a case of acquired hernia. 


LVote on an Acoustic Sign heard after the Death of the Fetus. 
By RoBert HARVEY, M.D. (communicated to the President). 


Stoltz has described, as a diagnostic sign of the death of the 
fcetus, a rustling sound heard over the whole uterine tumour, and 
by him ascribed to gaseous decomposition of the liquor amnii. 
The patient was a girl aged eighteen, seduced. The author found the 
membranes ruptured, the os admitting the tip of the finger. The 


head presented in the first position. The patient said she had felt — 


the foetus a few hours before. There was no puffiness of scalp. In 
auscultation, no foetal heart sounds could be heard, but everywhere 
over the upper part of the uterine tumour a distinct rustling sound, 
something between large and small crepitation. There was no of- 
fensive discharge. The author inferred that the child was probably 
dead. Labour set in a day later, and the child was born after about 
twenty-four hours more. It was described by the nurse as having 
been ‘‘ quite rotten and stinking.” 

Dr. J. Brunton thought the sound due to contraction of the 
muscular wall under the stethoscope. 

Dr. J. WILLiaMs could not understand how the bubbling of air 
could be heard after the escape of the liquor amnii. 


Meeting, Wednesday, November 5th, 1879. . 
W. S. PLayFair, M.D., President, in the Chair. 


fibrous Tumour of both Ovaries. 


Mr. CULLINGWOoRTH, of Manchester, showed a specimen of pure 


fibroma of both ovaries. The patient was a widow, aged 36, and had 
been under his care six months. She came for treatment on account 
of a slight uterine heemorrhage, which had lasted for three months, 
menstruation having been previously regular. Two tumours were 
felt in the lower part of the abdomen. One was in front of the 


uterus, mainly to the right side, but extending over the median line ~ 


towards the left. The second was felt bimanually behind the uterus, 
and reached upward above the level of the fundus. The tumours 
were hard, nodulated, and very movable. Four months after she 
was first seen the patient was attacked by pleurisy, followed by 
rapidly increasing ascites, so that the circumference of her abdomen 
became 424 inches. She died last September from dyspnoea and 
collapse. ‘The uterus was found to be free and healthy, and the 
tumours were formed by the enlarged ovaries. The tissue was mainly 
solid; but one ovary showed a large cyst near the periphery and 
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smaller pin-hole cysts. Microscopic sections showed the structure to 
be fibrous in the main, but there were some cellular elements. The 
blood-vessels were fully developed. The diagnosis was uncertain 
to the end of life, but the tumours were supposed to be fibroids of the 
uterus. Fibroid tumours of the ovaries were rare, since Spencer 
Wells declared in his book that he had only seen two cases. The 
best monograph on the subject was that by Leopold. 

Mr. Lawson Tair asked what was the cause of the pleuritic 
effusion. He had seen many cases of pleuritic effusion from 
fungoid growth in the diaphragm. Its occurrence in this case was 
suggestive that the tumours were really malignant. In two similar 
cases of his own the growths had proved to be clinically cancer, al- 
though their histological characters, as reported, were similar to that 
of Mr. Cullingworth’s specimen. 

Dr. WILTsHIRE asked whether any blood was present in the 
effusions. A combined pleural and ascitic effusion was much in 
favour of the malignancy of the tumours. 

Dr. CarTeR said that two years ago he had removed a solid 
tumour of the ovary, quite distinct from the uterus, and weighing 
15 lbs. On microscopic examination it was reported to be purely 
fibrous. 

Mr. ALBAN Doran said that Mr. Spencer Wells had this year re- 
moved a large fibrous tumour of the ovary, quite distinct from the 
uterus. ‘The specimen was in the Museum of the Royal College of 
Surgeons. This showed that fibrous tumours did occur in the 
ovary. 

Mr. CULLINGWorRTH said that the patient menstruated up to 
Christmas, 1878. From that time until June she had continuous 
slight hemorrhage ; afterwards amenorrhcea until her death in Sep- 
tember. She had slight pain in the back, but none in the tumours. 
At the autopsy no trace of malignant disease elsewhere was found. 
The pleurz were quite free. The peritoneum was not examined 
microscopically. The fluid effused was free from blood, like that of 
ordinary serous effusions. It was known that ascites was sometimes 
associated with fibroids of the uterus, therefore it was no positive 
proof of malignancy in the tumours. 


Limpid Fluid in a True Ovarian Cyst—Origin of Ovarian Cystoma 
Jrom Graafian Follicles. 


Dr. GALABIN showed miscroscopic sections of an ovarian tumour 
removed from a woman aged thirty-eight. She had been in Guy’s 
Hospital under the care of Dr. Hicks, in 1878, having an apparently 
unilocular cystic tumour. The tumour was tapped and the fluid 
drawn off was found to be limpid like water, with a specific gravity of 
only 1005, and containing only a trace of albumen. It was therefore 
supposed that the cyst might probably be parovarian. The fluid 
having again collected, ovariotomy was performed by one of his 
surgical colleagues, and the patient unfortunately died from hzemor- 
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rhage. There were found to be two considerable cysts, besides the 
main one, containing a similar limpid fluid. The cyst was not dis- 
tinct from the ovary, and had the same relation to the broad liga- 
ment as an ordinary ovarian cyst. A portion of what seemed to be 
ovarian tissue, full of small cysts, was spread out upon the surface 
of the large cyst. From this sections were taken. Some of the 
smaller cysts were obviously early Graafian follicles containing 
ovules. ‘The larger ones contained no ovules, but a colloid fluid, 
and had only a single layer of epithelium, often of a cylindrical type. 
From several of them was an outgrowth of proliferating gland-like 
tissue, of which every stage could be seen, from the commencement 
of a single diverticulum from the otherwise spherical follicle. This 
was doubtless the commencement of what would have become a pro- 
liferous cystoma. From the uniform gradation seen, it appeared 
clear that all the cysts were developed from enlarged and degenerated 
Graafian follicles. 7 





Detachment of Uterine Decidua without Interruption to Pregnancy. 


The PREsIDENT showed several portions of uterine decidua. The 
patient had been married for eleven years without becoming preg- 
nant. When she came under observation, she was pregnant, as she 
supposed, two months, amenorrhcea having existed for that time, and 
was suffering agonising pain in the pelvis. The cervix looked 
exactly in the normal direction, but was pushed upward and forward 
behind the pubes by a round tumour which occupied the pouch of 
Douglas. He suspected tubal foetation, and was thinking of incising 
the tumout by the galvano-caustic knife. Aftereconsultation with Dr. 
Hicks, who could not, any more than himself, arrive at a positive 
diagnosis, it was decided to pass the sound in the first instance. The 
point of the sound passed into the centre of the tumour, which was 
thus shown to be the retroflexed and pregnant fundus. Within 
twenty-four hours the patient threw off the larger pieces of decidua 
shown, but she had not aborted, and was now at the fifth month. 
The uterus had grown up into the abdomen, but the vaginal condi- 
tion remained as before. 

Dr. Epis asked whether it was possible that there could be a uterus 
bicornis ? 

The PRrEsIDENT replied that there was no evidence of it, but that 
he had desisted at once from further exploration by sound as soon as 
the nature of the case became manifest. 


Lew Form of Uterine Dilator. 


Mr. Lawson Tair showed the new uterine dilator, an engraving 
of which appeared in the OnsTErRICAL JOURNAL, p. 379. He was 
led to invent it from the fact that he had formerly lost three patients 
in consequence of the employment of sponge tents. The idea was 
taken from the success obtained by the use of elastic pressure in the 
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reduction of chronic uterine inversion. He had now used the in- 
strument over fifty times, and had found it very effectual. Very 
rarely a slight incision by the metrotome was required to assist its 
action. The instrument was made without any pelvic or perineal 
curve, since, in the great majority of cases, he found that a straight 
stem was all that was required. Successive sizes were used for the 
uterine portion of the dilator, and after the size No. 6 had been intro- 
duced, the cervix would admit two fingers. He had found the instru- 
ment very useful for the cure of dysmenorrhcea, and for the induction 
of premature labour, as well as for facilitating the exploration of 
the uterus, which was its primary object. 


A New Method of Operation for Repair of the Femaie Perineum. 
By Mr. Lawson Talr. 


The author had been led, after a large experience in cases of this 
kind, to abandon entirely the old method of operating. Dr. 
Matthews Duncan, in his work on the female perineum, had regarded 
stretching of the perineum as almost identical in its effects as 
laceration, and recommended the same, or a very similar, operation 
in both cases. With this principle he did not agree. He regarded 
the two cases as wholly different, and as requiring a different 
operative treatment. He thought that all cases should be divided 
into two totally distinct classes: 1. Cases in which the laceration 
is complete ; 2. Cases where it is incomplete ; and that the test of 
the completeness of the laceration should be the occurrence of in- 
continence of faeces as a consequence, and not the circumstance of 
the sphincter being divided or otherwise. It was not in all cases in 
which the sphincter was divided that the dribbling of feeces took place, 
and the difficulty of the operation depended entirely upon the cir- 
cumstance whether this took place or not. A third class might be 
made of those cases in which the perineum was only stretched, or in 
which merely that amount of rupture of the vaginal outlet had oc- 
curred, which, as Dr. Matthews Duncan had shown, was inevitable in 
primipare. As regards operative treatment, however, this third class 
might be included with the second, since the same procedure was 
applicable to both. 

There were two principles in the new operation now to be de- 
scribed: 1. That no tissue was removed, but flaps were merely 
dissected up, which, if union failed to occur, fell back again into 
their former place; 2. That instead of interrupted sutures being 
placed across the flaps, the sutures were placed in the axis of the 
wound (as hereafter to be described), so as to be practically con- 
tinuous. 

I.—Case of complete laceration. With sharp-pointed scissors the 
author first marked out flaps on both sides of the edges of the rent 
through the recto-vaginal septum. These flaps were then dissected 
up, still with sharp-pointed scissors, from without inwards, towards 
the rectal mucous membrane. ‘The dissection was carried as far as 
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it could safely be, short of endangering the nutrition of the flaps, 
and sufficiently far to allow the flaps to be reverted into the rectum, 
so that their raw surfaces came into contact, and their mucous sur- 
faces looked towards the rectum. ‘The flaps thus formed a valve of 
pent-house shape, which prevented any fecal material from pene- 
trating between the edges of the wound. The sutures consisted of 
two’ sets. 1. Septal sutures; 2. Perineal sutures He preferred 
pure silk to either wire or silkworm gut, considering that it caused 
less pain and produced no uritation. ‘The first septal suture was in- 
serted at the line of reflexion of the flap; from this point it was 
carried round the apex of the rent through the septum, like a string 
round the neck of a sponge bag, and made its exit at the line of re- 
flexion on the opposite flap, at a point symmetrical with that of its 
entry. If necessary, a second septal suture was used, the points of 
entry and exit being lower down on the lines of reflexion of the 
flaps, and the suture being carried round the apex of the rent in the 
same way. ‘l’hus, when these sutures were tightened and tied they 
were not seen or felt either from the vagina or the rectum. 
Perineal sutures were then placed in the ordinary way, and were 
three or four in number. The septal stitches were first secured, 
care being taken to turn the flaps well into the rectum. 

The author altogether disagreed with the recommendation of Dr. 
Matthews Duncan—namely, to keep the bowels confined for a week. 
He followed exactly the opposite plan, and washed out daily, not 
the vagina only, but also the rectum, with carbolic solutions, a daily 
action of the bowels having first been procured with an enema of oil. 
The sutures remained zz sétw for fourteen days. 

II.—Case of incomplete laceration. The same principle was ob- 
served in this case—namely, to cut away no tissue, but turn up flaps. 
In this instance, however, the dissection was made from the central 
line towards each side, so that the flaps were turned up into the 
vagina instead of into the rectum, and formed a pent-house 
directed towards the vagina. The surfaces were united by perineal 
sutures, which were brought out at the line of reflexion of one 
flap, and inserted again at the corresponding point below the 
opposite flap, before being finally brought out again at the perineal 
border. 

With the old operation, the great risk was that of leaving a fistula 
above the united perineum. He had often found such an opening, 
large enough to admit the finger, in cases which had been operated 
on by other surgeons. He had himself had a similar result in half 
his cases operated on according to the old method. 

Dr. Bantock thought that the author was right in objecting to 
the closure of the bowels for so long as a week. He himself, how- 
ever, usually kept them confined for two or three days. 

Dr. Epis agreed with the author of the Paper, that the bowels 
should be moved daily after operations for the restoration of the peri- 
neum. Thepractice of sealing up the bowels with opium was dangerous, 
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inasmuch as the newly united tissue was liable to give way when sud- 
denly put to so severe a strain as was the case after several days 
of enforced constipation. 

Dr. Rascu said that in uniting the perineum for the cure of pro- 
lapse of the uterus, he had lately used Hegar’s method, and had 
found it preferable even to that of Simon. One case was still suc- 
cessful three years after the operation, There were some instances, 
however, in which, although the surfaces united, the operation was 
not successful in keeping up the uterus. 

Mr. CULLINGWoRTH said that Mr. Teale, of Leeds, had described 
the same method as that of the second variety of Mr. Tait’s 
operation—namely, to lift up the whole flap dissected up, so as to 
form a roof or pent-house in the vagina, protecting the surfaces 
united by suture. | 

Dr. MatrHews Duncan said that he had been unable to follow 
the details of the operation sufficiently to form an opinion of its 
merits. If the whole of the tissues could be saved and none cut 
away, this was certainly an improvement. The operation for rup- 
tured perineum was not always successful in restoring the power of 
the sphincter. The patient might be removed from the class of those 
who were unaware when their bowels acted, but still might have to 
run very fast when a call occurred. To remedy this imperfect re- 
sult, some have attempted to gather up the two ends of the divided 
sphincter with one of the sutures. As to the use of opium to confine 
the bowels, he might remark that the proof of the pudding was in 
the eating. He had himself performed a dozen or more of these 
Operations, every one of which was successful, and he had always 
confined the bowels for a week. He had now a case under his care, 
which was a complete puzzler as regards the cure, of uterine pro- 
lapse. The patient was a virgin, and the fundus went into a dis- 
tended fossa navicularis, the cervix projecting through the vulva. 
He was having a large disc and stem pessary made for her, but was 
doubtful as to the result. 

Dr. AVELING had not been able to master the description of the 
author’s operation. But he considered it rather an advantage than 
otherwise to remove a portion of redundent vaginal tissue, especially 
if rectocele existed, and therefore he did not approve of the prin- 
ciple of turning up flaps. 

Dr. Rocers had been accustomed for many years to operate suc- 
cessfully according to Baker Brown’s method. He had only once had 
a failure in leaving a fistula above the united perineum, and he and 
Dr. Routh had turned out dozens of cases. He always kept the 
bowels confined from ten to fourteen days. He injected water be- 
fore they were emptied, and gave a dose of castor oil. He had 
never seen the union break down. In one case he had tried keep- 
ing the bowels open every day ; it did as well as the others, but no 
better. 

Dr. WILTSHIRE said that six or seven years ago he had first tried 
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to bring together the torn ends of the divided sphincter. Being a 
ring, its ends spring apart when it is ruptured, and it is converted 
into nearly a straight line. His plan was to cut across the muscle 
transversely, and pick up the ends in the suture. Control, however, 
was generally only acquired gradually, since the restoration of 
nervous integrity required time. 

Dr. Rascu remarked that an essential part of Simon’s operation 
was to unite the torn ends of the sphincter. 

Dr. HEywoop SmitTH asked whether it had ever been suggested, 
for the cure of prolapse after the menopause, to remove one ovary 
and clamp the pedicle in the abdominal wound. 


Mr. Lawson Talr was surprised to hear Dr. Heywood Smith’s — 


suggestion received with laughter. Ina girl of eighteen, who had, 
with an ovarine tumour, complete protrusion of the uterus, he had per- 
formed ovariotomy mainly on this account, since the tumour did not 
otherwise call for any early interference. He clamped the pedicle up 
tightly in the wound, and thus cured. the prolapse. In such a case 
as that mentioned by Dr. Duncan, he would carry out Dr. Heywood 
Smith’s suggestion. Simon’s operation was difficult to perform, 
though Professor Simon himself had carried it out very dexterously, 
and in his own hands had not proved successful. The new perineum 
rapidly stretched again. He must confess that he had been much less 
lucky than the staff of the Samaritan Hospital had been, according to 
Dr. Rogers’ description. But he recollected one case operated on at 
the Samaritan Hospital, where he had put his own finger through the 
fistula left after the operation. 


Expression of the Umbilical Cord. 
By Dr. MATTHEWS DUNCAN. 


The author said that the present theories as to the causation of 


the so-called prolapse of the funis were not sufficient. In the first 


place, the funis might be przevius, like the placenta, or a fcetal limb, 


and he over the os uteri before labour commenced. In the © 


second place a true prolapse might occur, the mode of causation 
/ most commonly recognised. This was most likely to happen at the 
rupture of the membranes when the cord was carried down with the 
liquor amnii, There was, however, a third mode of causation— 
namely, expression by the expulsive force of the uterus. This 


generally occurred in the case of pelvic contraction with distortion, — 


in which the foetal head was not accurately adapted to the pelvic 
brim. It might be compared to certain cases in which the placenta 
was first detached, and afterwards prolapsed, owing to the effect of 


expulsive force. Two instances were mentioned in illustration. The ~ 
first was one of tedious labour, in which a loop of the funis was 


squeezed out at a late stage. T he second was one of antero-posterior 
contraction of the pelvis, in which the funis became, for the first 
time, prolapsed about twenty-four hours after the rupture of the mem- 
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branes. The cervix at the time was but little dilated, and the head 
not pressed into the brim. 

In cases of the expression of the funis, the method of treatment 
by the genu-pectoral position did not answer expectations, although 
it was useful to a certain extent. The funis would come down again 
during a pain, and thus furnish a proof of the action of the expressive 
force. The expression was generally only in action during the pains, 
the abdomen, in the interval, having, if anything, an active retentive 
power. Thus, in a case of hydrocephalus, tapped by a small trocar, 
he had observed that, after a while, the flow of fluid only took place 
during a pain. The same thing might be observed with regard to 
the outflow of brain-matter after craniotomy. 

The occurrence of prolapse of an arm by the side of the head 
illustrated the same mechanism of causation by expression. An arm 
might also be expressed in advance of the thorax after the birth of 
the head. This occurred because the more mobile parts had less re- 
sistance to encounter. 

Dr. Braxton Hicxs said that the author’s view was perfectly 
true, and he had himself taught the same for the last ten years in his 
class. When expression was taking place the only treatment avail- 
able was to hasten labour. In cases of true prolapse he had, in his 
work on version, suggested the bi-manual mode of treatment— 
namely, to push the head down into the brim by the external hand 
after the funis had been restored by the other hand working in- 
ternally. 

Dr. GEORGE RoPeRhad brought the subject of prolapsed funis before 
the Society in a Paper published in Vol. XVII. of its Zransactions. 
He there described the difficulty of retaining it in position after it had 
been replaced, as the next pain would force it down or express it. 





Seeo te PrRICAL SOCIETY OF EDINBURGH. 
Meeting, Wednesday, 28th May, 18709. 
Dr. Witson, Preszdent, in the Chair. 


Dr. KEILLER showed a uterus and two ovarian tumours which 
were removed from a woman who was admitted into the Maternity 
in labour from a distance, and where there had been difficulty in 
making out the nature of the case; there was a projecting tumour 
and distinct fluctuation on the right side. The uterus was pressed 
over to the left side. The os was high up; behind and above 
the pubes a swelling obstructed the head from coming down ; this 
was fluctuating, and appeared to be connected with the mass on 

the right side. Dr. Keiller aspirated this fluctuating tumour through 
the vagina, and drew off 9% pints of grumous fluid, which per- 
mitted the head to engage in the brim. A living child was delivered 
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by means of the forceps. Subsequent examination showed that the 
cyst in the left ovary had been tapped, which had been pressed 
below the presenting part of the child down into the right side of the 
pelvis. The case showed the difficulty of exact diagnosis. Dr. 
Keiller showed a drawing of the external appearance of the abdo- 
men, also that of another case of the same kind, which was left 
alone, the patient doing very well. 


Report of a Case of Puerperal Edampsia. 
By Dr. JOHN OSBERT WILSON, Huntly. 


Thinking that the following case of puerperal eclampsia might 
be of some interest, I made as complete notes at the time as the 
exigencies of a country practice allowed. The case may be sum- 
marised as one of puerperal eclampsia with albuminuria—spontaneous 
and easy labour—recovery. 

The facts of the case merely are recorded, the pathology being 
avoided as somewhat dangerous ground. 

On the morning of Sunday, 18th August, 1878, about 8 a.m., we 
received a note from a farmer living some five miles distant, asking 
us to see his wife as soon as possible. His note stated that his wife, 
who was near her confinement, had become suddenly ill early in the 
morning, had had three or four “epileptic” fits since, and was still in 
an unconscious state. 

Accordingly, after a hurried breakfast, I drove to the patient’s 
house, taking with me an ounce of syrup of chloral hydrate, in addi- 
tion to the usual obstetric appliances. 

On arriving there, I found Mrs. M. lying in bed with her eyes 
shut, and breathing with a peculiar sighing respiration. Her face 
was somewhat puffy, and of a pallid hue. The lips and cheeks 
were bluish, though not to any great extent. When spoken to 
loudly, she replied in monosyllables, and immediately relapsed into 
her former semi-conscious state. She put out her tongue when 
told. It was somewhat furred, but had not been bitten during the 
fits. The abdomen was distended by the gravid uterus, but there 
was no evidence of ascites. The pulse was small and weak, beating 
between 80 and 90 per minute. 

On making a vaginal examination, I found the cervix obliterated, 
the os easily admitting the finger, and a child presenting by the 
vertex. All was ready for labour, but it had not properly com- 
menced. The rectum was somewhat loaded with feeces. She had 
made water recently, so I did not introduce a catheter. The urine 
voided had been thrown away, and I had not then an opportunity of 
testing for albumen. 

As I had other visits to make, and as there had been no return 
of the fits while I was present, I administered three tea-spoonfuls of 
the syrup of chloral (30 grs. Ch. Hd.), and left orders to give her 
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another tea-spoonful every three hours, and more frequently should 
there be a return of the fits, and went on with my round. 

About six o’clock in the evening the husband came up himself to 
ask me to visit his wife again, as she had had first a slight, and then 
a severe fit within a short time. I took Mr. M. along with me, and 
got to his house a little after seven o’clock. The patient was in 
much the same condition as when visited previously. Her atten- 
dants told me she had had a fit shortly after her husband’s departure, 
but none since. She had passed a considerable quantity of smoky- 
looking urine. Some of this I now examined by heating in an iron 
spoon. A large coagulum formed. On examining per vaginam, 
I thought the os was slightly more dilated than in the morning. 
However, I waited on in hopes that labour would commence soon. 

About 9 P.M. the patient hada fit. It began with convulsive 
movements in the arms and upper part of the body, which soon 
extended to the legs. Rigidity then predominated, respiration was 
much impeded, and the lips, &c., became blue. There was also 
squinting. In afew seconds the respiration became stertorous and 
the patient comatose for several minutes. She soon, however, re- 
turned to her former semi-conscious condition. 

I now resolved to remain all night, and soon after went to bed. 
I was not disturbed till nearly 7 a.m., when I heard that there had 
been no more fits during the night. Before setting out, I exhibited 
an enema of soap and water, as the bowels had not been moved, but 
it failed to bring off anything. The patient was then ordered a com- 
pound colocynth pill. 

I went home, hearing no more of her till evening. However, I 
sent her a digitalis mixture in the forenoon. I had brought home a 
specimen of the urine, and this I now examined more minutely. It 
was smoky in colour, sp. gr. between 1015-1020, highly albuminous 
(about #), and on microscopic examination showed abundant tube 
casts, hyaline and epithelial. 

In the evening the following laxative was ordered :— 

BR. Infusum senne co. 31j Sig. Half an ounce to be taken every 
hour till the bowels are moved. 

A little before 1 a.m. of Tuesday, the 20th, a messenger came to 
inform me that Mrs. M. was in labour. I immediately set off to 
assist. About two o’clock, when we arrived, I found that the child 
had been born about an hour. It was a female and dead, and had 
apparently been so for a day or two. ‘The labour had been easy and 
natural, the placenta had been expelled spontaneously shortly after 
the child, and there had-been no fits. The patient, however, was 
still very dull and somnolent. I waited for an hour and a half or so, 
and then went home. 

The patient continued to improve uninterruptedly, the urine gra- 
dually becoming less albuminous. 

On the 5th February, 1879, the patient’s husband called to tell 
me that his wife was again pregnant (about three months gone). 
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He brought some urine, which I examined and found free from 
albumen. 

Mrs. M. is thirty years of age, and has been married about 24 years. 
She miscarried twice—once at six weeks, and once at about four 
months, but has had no child at term except the one just recorded. 

This case, I think, calls for few remarks. It is simply a narra- 
tive of what seems to me a good example of a mild case of puerperal 
eclampsia, terminating favourably under a policy of little more than 
“masterly inactivity.” I do not think that the hydrate of chloral 
administered (about 80 grains in all) had much influence on the 
course of events. On the other hand, I believe that the case would 
have had an equally favourable issue had more energetic measures 
been employed and the labour terminated early. 

Dr. MacponaLp observed that the case was a very good example 
of the natural history of a simple case of eclampsia. From considerable 
experience of this disorder, and of its management, he was more and 
more inclined to believe that in mild cases, unless there is some very 
urgent necessity for interference, the best practice is to leave the labour 
to go on to its natural end, without interference by operative measures, 
such as accouchement force, &e. He had tried bromide of potassium and 
chloroform, as well as bleeding and hydrate of chloral, and had come to 
the conclusion that the latter drug was most reliable. Itis very puzzling 
how many of those cases of the most severe form recover, in spite of 
every obstacle, and without treatment after. Such results render it 
very difficult to properly estimate the effects of treatment. Again, 
how does it happen that in these cases the child is so often lost? 

Why does it die? A similar case had occurred to him, and been 
recorded some time since, and it is an acknowledged fact that, after 
one or two severe convulsions, the child is frequently born dead, as 
in the present instance. Whether the child is poisoned by the con- 
dition of the mother’s blood, or is suffocated during the eclampsic 
seizure, or dies from some other cause, 1s still unknown. It was 
noticeable that the pulse was slow, and said to have been small and 
weak in the present case. This was extremely interesting to him, as 
it bore out to some extent an idea which he had suggested in a recent 
Paper upon the etiology of eclampsia. He was inclined to believe 
that in this case the pulse was small, but of high tension, and he re- 
garded this condition of it as indicative of the existence of vaso- motor 
irritation, as he had attempted to prove in the Paper referred to. 

Dr. UNDERHILL called attention to the fact, that in cases of albu- 
minuria in pregnancy, the foetus frequently died at a more or less 
advanced period of the pregnancy, and miscarriage ensued without 
the occurrence of convulsions. In a case recently under his care, 
the albumen began to decrease as soon as he had reason to think 
the foetus was dead, and was much diminished when miscarriage 
occurred six weeks later. 

Dr. KEILLeR approved of the practice employed in this case. It 
is safe enough to trust to Nature in many cases. The difficulty is to 
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decide not only how but when to interfere. The life of the child is 
to be considered as well as that of the mother. The child may be 
expelled spontaneously without any evidence of pain or expulsive 
efforts on the part of the mother, and therefore the progress of the 
case ought to be watched, and if need be expedited to save the child’s 
life if not yet dead, and also to give the mother the best chance of 
recovery, which the emptying of the uterus went far to secure. He 
should not interfere with the earlier stages as a rule, though occa- 
sionally it is useful. In a very bad Maternity case, where the child 
was born alive, and rapid recovery of the mother took place, the patient 
was put and kept under chloroform until she was delivered. It is 
often of use to bleed, as was done so much in earlier days of prac- 
tice, and now too much neglected ; his most successful cases had been 
so treated. 

Dr. Burn said that in his younger days almost all patients with con- 
vulsions were bled—indeed, most women who were long in their first 
labour were bled. . 

Dr. Cratc hada case of convulsions lately, a primipara. The child 
was born alive; she had a number of fits. When seen she was in the 
first stage. Chloroform was given. Manual dilatation of the os, fol- 
lowed by application of forceps, succeeded very well. No convulsions 
came on after labour. He would like to know at what time the child 
died in the case before us. Might it not have been saved had labour 
been brought on at first. 

Dr. MacponaLp had bled on one occasion, when it proved a 
valuable aid in checking the fits and dilating the os. He believed 
and had endeavoured elsewhere to prove that blood-letting had 
very much the same effect as chloral in convulsions—namely, they 
both depressed the vaso-motor nerves, and thus tended to lower the 
biood-pressure. 

Dr. SPENCE had had a case where there was albuminuria, in which 
a living child was born, and convulsions came on seven hours after 
labour. 

Dr. M‘RaILp ventured to suspect that puerperal convulsions were 
not so frequent or so dangerous as they used to be. He had seen 
several cases of severe convulsions in pregnancy—opisthotonic spasms. 
In some of these there was no albuminuria; others, again, had some 
spasm during labour and severe convulsions after. These he had 
treated quite successfully by croton oil. He had no doubt there was 
some poison in the blood in such cases. 

Dr. CARMICHAEL mentioned a case of convulsions in a primipara 
in which he bled to thirty ounces. Both mother and child survived. 
The os was very small and rigid before the bleeding, but yet the labour 
was over in an hour after. 

In answer to Dr. M‘Raild, Dr. KEILLER thought some of the cases 
he mentioned were very likely hysterical, such as have no association 
with albuminuria, specially those with opisthotonos. 
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LVote of a Case of Labour, complicated with Locomotor Ataxia. 


By ANGus MACDONALD, M.D., Physician to the Royal Maternity 
Hospital, Edinburgh, &c. 


There are no chapters in the range of midwifery so far behind as 
those upon the pathology of pregnancy and parturition. There are 
also, perhaps, no portions of the subject about which so little is accu- 
rately known as those bearing upon the nervous complications’ of. 
pregnancy and parturition. a 

On these grounds I have deemed it of sufficient importance to place ~ 
on record the following case, although, obstetrically considered in the ~ 
strictest sense of that word, it presented no special attraction :— 4 

J. B., primipara, the subject of this note, was a patient in the* 
Royal Maternity Hospital during March of the present year. She 
usually resides at Ayr, whence she was admitted to the Maternity on 
the roth of March, 1879. . 

She reported that four years ago, whilst engaged washing clothes in 
a barn, she got very wet and*cold. Since that period she has never 
felt quite well. She soon found that she did not possess full control 
over her lower limbs, and at the same time experienced a sensation 
as if a cord had been tied round both lower limbs. By-and-by she 
was unable to stand in the dark without falling. These symptoms 
continued for a year to get worse, but since that period have remained 
stationary. She did not think that they were in any degree agegra- 
vated by the pregnancy. . 

The patient was in labour on her admission to the Maternity. The 
head presented the vertex in the left occipito-anterior position. The 
first stage was slow, lasting for seventeen hours, but otherwise pre- 
sented nothing peculiar. The second stage also was long. After it 
had lasted five hours the patient began to feel exhausted, and exhibit 
hysterical symptoms. In consequence of this, Dr. M‘Watt, one of — 
the resident medical officers, abbreviated the labour by the use of 
forceps when the head had passed well down towards the floor of the 
pelvis. The third stage in its turn presented certain peculiarities. — 
It was found impossible to expel the placenta by the Credé method, — 
the usual plan adopted in the Maternity Hospital. 

After waiting for an hour, Dr. M‘Watt examined and found the 
lower segment of the uterus powerfully contracted, and the placenta 
retained. Not being able to pass his hand through the strictured 
portion withcut causing the patient an undue amount of pain, Dr. 
M‘Watt put her under the influence of chloroform, and then gra- 
dually introduced his hand into the uterus and removed the afterbirth, 
which was partially adherent. Throughout its structure there were 
scattered numerous calcareous particles. There was no post-partum 
hemorrhage, 

At the time of the delivery I was confined to my room by indis- 
position, so that I did not see the patient until she was convalescent. 
There was some incontinence of urine for four days, but the patient 
otherwise made a good recovery. 
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On the ninth day after delivery, when attempting to rise, she was 
entirely unable to walk, but gradually improved, and by the time 
she left the house, which she did on the twenty-first day, she had 
regained as much power over her lower limbs as she had possessed 
previously to the commencement of her pregnancy. 

On 21st March my attention was directed to her by Dr. M‘Watt, 
who had made out her case to be one of locomotor ataxia. The 
following unmistakable symptoms were then. observed to be pre- 
Sei :—— 

The patient had only an imperfect control over the movements of 
her lower limbs, yet there was no real loss of muscular force, for when 
she lay in bed, and was asked to extend the limb powerfully, it was 
found that it required the exertion of great force to bend the knee 
against her will. Her gait, however, was tottering, and she was unable 
to stand when asked to shut her eyes and put her feet together. 
There was decided loss of common sensation in the legs. There was 
also complete loss of tendon reflex in both legs, as shown when the 
patellar tendon was smartly struck, while the limbs dangled over the 
edge of the bed. The upper limbs appeared unaffected, and there 
was apparently no loss of power in any part of the body. 

The patient’s sight was good. There was no history of either con- 
vulsion or of squinting. In short, the patient, barring the defective 
power of co-ordinating the muscles of the lower limbs, appeared 
perfectly healthy. 

The above case, as already stated, presents little to remark upon 
except that it presents an example of the rare combination of loco- 
motor ataxia with pregnancy. I have been unable to find any 
recorded case of the combination. It would further appear that 
the pregnancy in this instance had. little if any effect upon the 
disease, except that towards the end of the term it aggravated the 
imperfect co-ordination of the lower limbs. But so soon as the 
lying-in period was completed the patient rapidly returned to a con- 
dition apparently no worse than that in which she was placed when 
the pregnancy began. 

It is dithcult to say whether or not the peculiar condition of the 
patient’s nervous system had anything te do with the supervention 
of hour-glass contraction. In my opinion the probability is that it 
had. In the record of a case recently read by me before this Society, 
I endeavoured to show that severe spasmodic contraction of the lower 
uterine segment, which I had observed to be present, most probably 
depended upon a neurosis affecting the nervous supply to the perineum, 
vagina, and lower uterine segment. 

Now, I can hardly regard as an accidental symptom the supervention 
ef spasmodic contraction of the lower uterine segment in the case 
before us. In truth, I am inclined to look upon the irregular con- 
dition of the uterine contraction in the present case as having been 
probably determined by the sclerosis of the posterior columns, and 
thus as in a great measure traceable to the locomotor ataxia. Such 
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an opinion, however, is nearly impossible to substantiate. All that 
can fairly be inferred from the record i is, that a patient suffering from 
well-marked but not severe locomotor ataxia may pass through preg- 
nancy and parturition without either the ataxia or the pregnancy 
being essentially modified by any reciprocal action of the one upon 
the other. 

Dr. Burn had rarely seen adherent placenta when its surface was 
calcareous. 

Dr. MacponaLp had a case of locomotor ataxia under his care 
at present, in which the disease had no effect on the menstrual 
function. 

Dr. KEILLER mentioned a similar one. ‘ 


Meeting, Wednesday, 25th Fune, 1879. 
Dr. Witson, Preszdent, in the Chair. 


Dr. Younc showed an umbilical cord, with well-marked torsion 
of the vessels. 

Dr. Duncan, of Dundee, sent for exhibition, by Professor 
Simpson, a calcified fibroid tumour of old standing, from a patient in 
whom death had resulted from obstruction of the bowels, with the 
following notes of the case :— 

Martha M., millworker, et. 46, unmarried, admitted to Dundee 
Royal Infirmary, 16th May, 1879. 

Catamenia ceased some seven or eight years ago, but previously, 
and since, she had always enjoyed good health till about six months 
ago. She then got very weak, which she attributes to hard work. 
Three months ago she had cramps in the stomach, and then six 
weeks ago severe lumbar pain, and difficulty in micturition, both fre-_ 
quent and painful. Of late the bowels have been very confined, but 
only the last few days has she been vomiting occasionally greenish- 
like fluid. Has been off her work for ten days. . 

On Admission.—Aspect anxious looking. Is unable to lie with — 
comfort on account of pain inthe back. Tongue clean ; pulse quiet ; 
temperature normal. Ordered turpentine enema, fomentations to 
loins, and potass bitart. drink. 

17th May.—Urine, which passed twice without pain, is of sp. gr. 
1015, and contains no albumen. Enema very slight result. 

Lxamination of Abdomen.—Considerable tympanitis. In pubic 
region there is a hard, well-defined tumour rising about 14 inch above 
symphysis—not tender or movable externally, but moving with the 
sound when this was introduced into the uterus. The sound passed 
in 34 inches. In night iliac region are two movable hard bodies 
about size of pigeon’s eggs, the inner of which is tender to pressure. 
A third similar body lying alongside was subseqnently discovered— 
they were supposed to be scybalous masses. 

Per rectum.— The tumour was felt to fill up the pelvis. 
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Lreatment consisted of administration of haust. nigr. and ol. croton, 
which having no effect, enemas both of warm water and oil were 
repeated with the long tube, which was passed with comparative ease. 
Their sole result was then to bring away some masses of hardened 
feeces which were felt in the transverse and descending colons. The 
vomiting, at first not severe, became latterly very urgent, though 
never stercoraceous either in appearance or odour. Neither opium, 
belladonna, bismuth, hydrocyanic acid or ice had any effect in check- 
ing it. The only temporary relief was afforded by morphia hypoder- 
mically, which generally gave two or three hours’ remission, and 
allowed a little sleep. There was never much complaint of abdominal 
pain. She got gradually weaker, and died on evening of 30th May. 

Sectio forty hours after death. Only abdomen opened. The 
greater extent of the small intestine was injected, some parts deeply, 
and more particularly the lower part of ileum, which was almost gan- 
grenous. ‘The large intestine was not so deeply injected. No 
apparent involution or other obstruction of the intestine. The 
tumour felt in life was seen to be filling up the pelvis. It was of a 
bony hardness, so much so that the saw had to be used to make a 
section of it. The ovaries were apparently normal. There were 
three smaller tumours springing from the right side on lateral and 
posterior aspects. The bulk of the tumour is to the left side of the 
uterus.” 

Professor Simpson remarked that the case was an extremely inte- 
resting one. So far as he knew, it was the first instance recorded 
where a fatal issue had been brought about by obstruction of the 
bowels, from a fibroid in sucha condition. While such tumours were 
still actively growing it was not uncommon to find them interfering 
with the neighbouring viscera, although the bladder was more fre- 
quently disturbed than the bowels. But when a tumour had passed 
its progressive, and had entered on the retrogressive changes asso- 
ciated with the calcification or ossification which had taken place so 
largely in this specimen, gynzecologists were ready to conclude that 
all danger from it was at an end. Probably the tumour had been of 
larger size and abdominal in its situation, and had got driven into the 
pelvis three months before the patient’s death, when it had just shrunk 
to such a size as allowed of its being packed into the pelvic cavity. 

Professor SIMPSON read notes of a case of fibroid tumour expelled 
under the use of subcutaneous injections of ergotin. He reminded 
the Society that in his address at the opening of last session he had 
expressed himself favourably as to the value of Hildebrandt’s method 
of treating certain cases of fibroid tumours of the uterus by means of 
hypodermic injections of ergotin. Further experience had since con- 
firmed the favourable impression of the value of this mode of treat- 
ment in appropriate conditions. He begged now to show the frag- 
ments of a tumour which had been expelled from one of his Infirmary 
patients who had been thus treated. Under the microscope the 
masses were seen to be myomatous in structure, and it was interesting 
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to observe to what an extent the individual muscular fibres were in 
process of fatty degeneration. ‘The following is the history of the 
patient as drawn up by the clinical clerk, Mr. Alexander 
Bruce, M.B. :— 

Mary M., 54, a widow, residing at West Calder, admitted 23rd 
February, examined 25th F ebruary, 1879. | 

Complaints.—Swelling in lower part of abdomen ; bloody discharge ; 
pain in the back ; painful and frequent micturition. 

LfTistory of Present Iliness.—Patient had always good health till 
about seven months ago, when she noticed the swelling in the lower 
part of the abdomen, which caused her considerable discomfort, 
especially on making water, which she had to do at short in- 
tervals. 

General Appearance-—Patient is of average height and develop- 
ment; is an albino; not markedly anzemic. 

Menstrual History. —Menstruation began when patient was at the 
age of 14 ; was always irregular ; recurring at intervals varying from 
three to six.weeks ; lasting about two or three days at each time. 
Has been in abeyance only during pregnancy and nursing. Seven 
months ago the discharge at each period became excessive, and it was 
at this time that she first observed the tumour. For the last three 
weeks there has been a constant and considerable loss of blood, which 
has greatly weakened the patient. 

Obstetric History.—She was married at 17 ; has had nine children, 
all born alive, at full term, with normal labours. Last child born 
three years ago. 

Abdomen.—On inspection, walls flaccid, strize of previous preg- 
nancies ; a prominence can be seen above pubes in the middle line, 
extending about half-way to umbilicus. 

On Falpation.—A hard resistant tumour of rounded form and 
smooth surface is felt in the middle line above the pubes, measuring 
54 inches transversely, and 4 inches yertically; the hand cannot be 
passed between the tumour and the pelvis in front. 

FPercussion.—Dull note corresponding to area mapped out on 
palpation. 

Auscultation.—N egative results. 

On Vaginal E-xamination.—Ostium vagine patulous ; vaginal walls 
smooth and moist. Vagina roomy. Cervix easily reached; looks 
downwards and backwards. In anterior and right lateral fornices a 
hard mass is felt. Os dilated admits tip of forefinger ; fissured trans- 
versely ; escaping from it some soft gelatinous discharge. ‘The finger 
can be forced through the os externum, and touches a body on the 
left and anterior wall. | 

Bi-manually—The uterus moves with the tumour. Distinct thrill- 
ing pulsation is felt in the anterior part of tumour, which projects into 
vagina. ‘The sound passes 34 inches to the left side. : 

Diagnosis —Submucous fibroid tumour of the uterus, 

Treatment.-—Rest in bed. 
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Sig.—Sixteen minims to be injected subcutaneously every second 
or third day. 

Further Progress. —On 6th March all discharge of blood ceased. 

From the roth of March to 1st April she had great pain in the 
uterus; her temperature during that time ranging from 98°'4, 
100°’0, 102°°0, being generally higher in the evenings. She got 
morphia by the mouth frequently to procure sleep. 

2nd April.—Part of the tumour about the size, when pressed together, 
of a hen’s egg, came away to-day. 

3rd April— M. T. 99; E. T. 100. Vaginal injections of tepid 
solution of carbolic acid and hip-baths to arrest the fetid discharge. 

5th April.—Another part of the tumour came away to-day. Part 
in a sloughy condition. Great fetid discharge. E. T. 103. 

7th April.—Pain ceased. 

15th April.—Pain in uterus. Small piece came away to-day, after 
which pain quite ceased. 

Since the last part of the tumour came away there has been a great 
deal of white discharge, but it entirely ceased on 24th April. There 
is now no pain, and the temperature is quite normal. 

6th May.—On examination, tumour much diminished in size, but 
still larger than normal uterus. There are one or two irregular nodules 
onthe left side under the peritoneum. A small almond-shaped 
swelling (the left ovary) is felt in the left side of the posterior fornix.” 

Dr. BELL of Glasgow had a good opinion of the effects of ergot in 
uterine fibroids, and mentioned a recent case in which a tumour had 
been expelled under its use in a state of fatty degeneration. He was 
especially anxious to make known the method he employed in 
administering the ergotin, which was in the form of suppository. He 
had found it quite as efficacious as the subcutaneous injections, and 
quite unattended with unpleasant results as often happened with the 
subcutaneous method. 

Dr. Barro had recently treated a fibroid by subcutaneous injec- 
tion with manifest shrinking of the tumour, but had been obliged to 
desist on account of the pain it had caused to the patient. 


i 


Treatment of Puerperal Septicemta. 
By A. Bairp, M.D., Perth. 


I recently had an opportunity of bringing under your notice some 
remarks on the etiology of puerperal fever, and to-night I would refer 
to perhaps the more important question of its treatment. In doing 
so I will endeavour to confine myself to points brought out by cases 
spoken of in my last Paper, and refer more especially to one case in 
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which Warburg’s tincture was successfully employed. Arguing, as I 
then did, that the septic poison may be either auto- or hetero-genetic, 
it is evidently of the first importance to attend to the prophylactic 
measures. Among the first of these I would place avoidance of any 
unnecessary delay during the second stage, as assuredly when down- 
bearing is considerable and progress but slight, the condition of the 
parts becomes exceedingly prone to decomposition, even while the 
labour is still unfinished, and when the accoucheur’s hands are in 
frequent contact with the parts. At all times rigid attention to clean- 
liness by frequent change of linen and intra-uterine injection of 
antiseptic agencies, such as Condy’s fluid, are highly advisable. 
When the fever has actually set in, certain cases which I related 
as being treated by a friend were said to be cut short by a consider- 
able abstraction of blood, and if at any time of service it would 
surely be at a very early stage, while probably the pulse was good, 
and the tendency to peritonitis well marked. Schroeder and certain 
authorities whom he quotes are of opinion that purgatives given very 
freely are of much use throughout; but except at the onset, I fancy 
that most of us have too great fear of diarrhoea to tempt it in our 
cases. The treatment of the diarrhoea at times becomes one of the 
most important and difficult points, and I know not if it has been 
proven that septic matter can be carried off by any purgative. In 
one of my cases motions were passed very frequently, and quite in- 
voluntarily. Moreover, sharp and repeated purges of calomel, senna, 
or castor oil in large quantities would have a tendency to induce 
peritonitis, if it did not already coexist with afever. In most of our 
town cases the type soon passes to the asthenic form, when bleeding 
and purging seem alike inadmissible. As a general rule stimulants 
are well borne, and large quantities of wine or brandy may be abso- 
lutely required. 
_ The reduction of the temperature is of course one of our chief 
purposes, and hence various methods have been used to bring about 
that result. A case, which I at the first meeting of the session de- 
scribed, bears so largely upon this point, that I may be permitted to 
give a fuller history than was necessary at that time. In this case 
the second stage was rather slow, and for some days, while there was 
no increase of temperature, the pulse kept much too quick. After a 
slight rigor, I found tenderness over the left ovarian region and 
shght tympanitis. Pulse 120; temperature 102°. After hot fomen- 
tations, with the addition of some turpentine, and an enema also con- 
taining turpentine, a pleasant night was spent. This was on the 31st 
of May. During the next few days no very active treatment was 
required beyond that now mentioned, but the vagina and uterus 
were carefully washed out with a solution of Condy’s fluid. On 4th 
June, the temperature being on the increase, and standing at 103°"4, 
I ordered 15 gr. of soda salicylate to be given every two hours till 
the temperature was reduced. The effect of three doses was a reces- 
sion of the temperature to 100°°5, but beyond this I could not push 
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the fall by means of the soda. The pulse came down to 90. When 
the salicylate was withheld we had again a rise of temperature, and I 
continued this treatment till the 8th with favourable results. On 
each of these days at whatever hour the treatment was begun, the 
same result occurred. When on the 8th the nurse sent me a 
thermometer marking 103°, I determined upon the use of quinine, 
and took with me r5 grs. of the sulphate. This I gave at 3 P.M. ina 
half-glass of whisky, and the full physiological effects were shown, 
the patient’s hearing, indeed, being so much affected that she feared 
it had been permanently destroyed. At 7 p.m. I was astonished to 
find that the temperature had actually risen, and now stood at 105°, 
without any aggravation of local. symptoms. A return to the salicy- 
late brought the temperature again to 100°°5 on the morning of the 
gth. On the 8th I had telegraphed to Edinburgh for a supply of 
Dr. Warburg’s tincture as a remedy tried successfully in an extremely 
bad case by Dr. Playfair of London. In his case the temperature 
refused to yield to a remarkably long trial of the cold pack, but 
declined rapidly and permanently after the use of the tincture. 
During the afternoon of the gth the temperature rose thus :—Noon, 
foe 2 Pe 10s ; 4PM, 105 56 PM. 104°; 8 Pim., ros? ; Tr P.M., 
to4. At 11.30 I gave in one dose a half-ounce of Warburg, and a 
very careful nurse sent me in the morning the following record :—at 
mao AM. 100 ; at ¥.90A.M., 101 > at 7-A.M., 106°; at 7 A.M., YOO". 
Patient otherwise much improved. The dry hot skin had given place 
to a considerable perspiration, and the pulse had both decreased in 
rate and increased in volume. During the course of the case the 
diarrhoea required repeated doses of opium, as well as starch injec- 
tions and other methods of treatment, but was throughout most 
intractable. Large quantities of brandy (often a pint per day) was 
given, and I had pushed wet cold as far as the patient would allow 
of it. So far as I know, but very few cases of puerperal septi- 
cemia treated by Warburg’s tincture have been recorded. In my 
case its success in lowering the temperature was all that could be 
wished, as, with the exception of a rise to 102° two days after, 
through some difficulty in micturition, the case went on rapidly to 
complete recovery. ‘The tincture was, I believe, largely tried in the 
Bristol Royal Infirmary, and given up as of no value in reducing 
temperature ; but I believe that the trials, though numerous, were 
contined to cases of acute rheumatism. The remedy has only lately 
been introduced to scientific medicine, after a long apprenticeship 
among quacks—chiefly Indian. Drs. Maclean and Broadbent, in 
this country, have brought it forward with very great hopes, and 
now we await the results when tested clinically. In this case I had 
certainly all but lost hope, and with a temperature reaching 105°, a 
pulse 130, severe diarrhoea, difficulty of breathing, extreme anxiety of 
countenance, and very dry skin, members of this Society will agree 
that my fears were not ill-founded, and may, I trust, give the remedy 
a further trial in such cases. You are all,no doubt, familiar with the 
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long formula, and as quinine appears the most likely remedy con- 
tained in it, I will not attempt to say why in my case it failed when 
given alone, and succeeded when given in a much smaller dose in 
Warburg’s tincture. The price has been a very serious drawback to 
its use, except in very bad cases; but lately chemists are offering a 
much cheaper form, and Dr. Bramwell, of Perth, having*tried Corbyn 
and Stacey’s in a serious case of post-partum septicemia, the remedy 
being used at an early stage of the disease, arrested the high tem- 
perature, and removed all the alarming symptoms in the most prompt 
and satisfactory manner. 

Dr. Macponatp felt sure he would express the feeling of the 
Society when he thanked Dr. Baird for his Paper. This condition 
was always a painful one for the obstetrician to have to deal with, 
and considering the difficulty of its treatment, it was our duty at all 
times to endeavour to avert the onset of fever during the puerperal 
state by all the means in our power. In tedious labour he was con- 
vinced that it was desirable to shorten the second stage by all prudent 
means, as by its prolongation the patient was doubtless endangered. 
But though tedious labours often led to disastrous result, the dangers 
were not restricted to these forms, for precipitate labours were also 
curiously specially liable to go wrong, in his experience even more 


so than tedious ones, possibly owing to some peculiarity of the 


nervous system. In his hands treatment of well-marked cases of the 
disease had not proved very satisfactory, and prophylaxis in the form 
of the diligent observance of cleanliness on the part of the nurse, 
doctor, and patient, and the free use of powerful antiseptics for the 
hands and for washing out the vagina and uterus, especially if the 
labour were severe or the discharge fetid, was mainly to be relied on. 
He had not found purgatives of any advantage. As to Warburg’s 
tincture, he must confess its effects were also disappointing. He 
had used it largely in puerperal and other cases, and considered it of 
far less value than quinine in reducing temperature, and thought its 
effects in true septicemia would be found to be zz One advan- 
tage it had was, that it was pleasant to take and soothing, and it 
was apparently beneficial in mild febrile affections of childbed. 
He was only, however, expressing his own opinion of the drug, 
and hoped that possibly further experience might modify it. One 
point in these cases was their natural tendency to rapid changes 
of temperature, which made it a difficult matter to estimate the 
true value of any antipyretic drug we might be using. 


The PRESIDENT mentioned that most of the fever cases he had 


met with in early practice occurred after very easy labours. 

Professor SIMPsON thought in any case we were indebted to Dr. 
Baird for his communication. He had, however, some doubt as 
to the case being one of true septicemia. Cases, when the symp- 
toms came on late, had a very variable course, and generally ulti- 
mately got well. He was not in the habit of using Warburg’s 
tincture, but trusted chiefly to aconite, which was most useful in 
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controlling temperature and circulation. In a case of abdominal 
inflammation after ovariotomy he had used cold water by ice-bags 
and a water-bed to reduce the temperature. His general opinion 
of these cases was that they varied much not only according to 
the peculiar nature or variety of the poison, and the quantity 
introduced into the system, but also according to the constitutional 
peculiarity or condition of the patient. 

Dr. Barrp, in reply, stated that possibly the late onset of the 
symptoms might tend to invalidate the theory of septicaemia. He 
had only desired to contribute this case as an additional record of 
such cases. He had found the more or less continuous application 
of cold too disagreeable to the patient. 





Gpvnecie Summary. 
Method of Excising the Cancerous Cervix Uteri. 


Dr. Marion Sims contributes to the American Fournal of Obstetrics 
for July, 1879, an article describing his method of excising the 
cancerous cervix uteri. He condemns the galvanic cautery as a 
troublesome, filthy, and unreliable apparatus, having found that it 
does not secure against primary or secondary hemorrhage. He 
also considers that the claim that it is less liable to be followed by 
septic poisoning and peritonitis than other modes of operation has 
not been established by experience as being well-founded. 

The author’s own method is first to amputate with scissors, or 
break up, any prominent portions of the growth; then to exsect, with 
knife or scissors, piecemeal, the remaining portions of cancerous 
tissue, following it up, if need be, as far as the body of the uterus 
Sims’ speculum is used, and the tumour is seized with vulsella, pulled 
forward, and held firmly. If large arteries bleed, they are secured 
for the time by hzmostatic forceps, resembling those of Spencer 
Wells. After removing all that is possible with scissors, the index- 
finger 1s passed up into the cervical cavity, to ascertain if any por- 
tions of indurated tissue can still be felt, the uterus being drawn 
down almost to the ostium vaginze by a tenaculum or forceps. The 
sense of touch immediately detects the horny, gristly abnormal 
tissue, which is hooked up by a tenaculum, raised up to view, and 
cut out with a knife. Finally, the cavity is plugged with cotton-wool, 
saturated with a mixture of one part of the liquor ferri subsulphatis 
and two parts of water, and squeezed almost dry. In place of this, 
a saturated solution of alum may also be used. ‘The remainder of the 
vagina is to be firmly tamponed by plain cotton-wool, wet in car- 
bolised water. An anodyne is to be administered afterwards, and 
the catheter used as required. After a few hours a few pieces of 
cotton-wool may be removed, if necessary, from the lower part of the 
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extended into its body. The removed mass (medullary carcinoma) 
vagina, to take off pressure from the neck of the bladder. That por- 
tion, however, of the tampon which fills the upper part of the vagina, 
and especially that in the neck of the uterus, is not to be disturbed 
till the fourth or fifth day. If, however, a rise of pulse or tempera- 
ture should occur, indicating some septic absorption from retained 
fluid, the tampon is taken away after even twenty-four hours, and 
even at the risk of inducing hemorrhage. 

On removing the tampon on the fourth or fifth day, the author 
applies chloride of zinc. A solution is made of five drachms 
of chloride of zinc in one ounce of distilled water, and the cer- 
vical canal is packed with cotton-wool, saturated in this solution, 
and squeezed nearly dry, that the superabundant fluid may not run 
down into the vagina and inflame it. The vagina is then tamponed 
with cotton-wool soaked in a solution of bicarbonate of soda, in order 
to protect its walls, as far as possible, from the irritating qualities of 
the caustic. The cotton-wool that retains the chloride zz situ may be 
removed in part the next day, and wholly ina day or two more. But 
the zinc wool in the cervix is not to be interfered with till the fourth 
or fifth day after the operation. For this purpose a Sims’ speculum 
of small size should be used, since the vagina will be found puckered 
up by the action of the chloride of zinc. The hollow cone will be 
found smoothly covered with a cup-shaped slough, which may be 
taken away, sometimes in one entire piece. It is usually about 
zg inch thick. 

In one patient, aged forty, the author removed a mass attached to 
the anterior lip of the os, and running up the cervical canal. After 
five years there is no return of the disease. In a second, aged forty- 
five, a growth affecting the posterior vaginal wall near the cervix was 
treated by curette and caustic, in 1876. Six or eight months later 
some suspicious nodules were treated in the same way. There was 
no further recurrence up to a few months before the date of the 
report, the patient taking, meanwhile, Fowler’s solution of arsenic. 
In a third patient, aged forty-one, the cervix had been amputated for 
epithelioma by another surgeon in June, 1875. In January, 1876, 
the disease had returned, and the cervix projected an inch into the 
vagina. The diseased portion was excised up to the internal os. 
Six months after the operation, and again nine months later, some 
epitheliomatous granulations had to be treated by curetting, but the 
patient was still alive at the date of the report in 1879. 

During his visit to Vienna, in 1878, the author operated in three 
cases, two of which proved fatal. 

The first was that of a widow, aged forty-five. Menstruation had 
ceased fifteen months before, but hemorrhage had recurred for six 
months. The vaginal portion was found to be degenerated into a 
neoplasm the size of a goose’s egg, with an uneven surface, which bled 
easily. It did not involve the vagina, but extended to the boundary 
line. The operation was performed on March roth with knife and 
Scissors, a great part of the uterus being removed, since the neoplasm 
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weighed 90 grams. Bleeding was trifling, the bleeding of three 
arteries being instantly arrested by three hemostatic forceps. The 
vaginal tampon was removed next morning; the iron tampon from 
the cavity of the cervix the same afternoon. There had been some 
p2in in the back and vomiting, which ceased after their removal. On 
the 12th the patient had a chill; on the rsth another. On the 
15th, at 8 p.M., there was a sudden and violent haemorrhage, 
and, to arrest it, the uterus and vagina were tamponed with iron 
cotton. ‘Ihe same was repeated on the 16th, after which the patient 
became collapsed, and died at 7.30 p.m. At the autopsy, the pos- 
terior portion of the cervical cavity was found to be perforated by 
two openings which communicated with the peritoneal cavity. There 
was also a perforation, the size of a pin’s-head, into the utero-vesical 
pouch of peritoneum. The edges of the openings were charred by 
the iron. ‘There was no inflammation of the peritoneum. 

The second case was that of a woman aged forty-one. Menstruation 
had been regular until December, 1877, when metrorrhagia and pain 
came on. ‘The uterus was a little enlarged, but mobile. On the 
anterior lip of the cervix was a tumour the size of a small nut; on 
the right edge of the posterior lip was a small nodosity. The opera- 
tion was performed on March 19, 1878. The next day vomiting 
and symptoms of peritonitis came on, and the patient died on the 
22nd. At the autopsy, evidence of peritonitis was found. From 
the cavity of the cervix were several minute perforations leading into 
the pouch of Douglas. Some of the pelvic lymphatic glands con- 
tained pus, but no trace of cancer. The body was of a slightly 
jaundiced tint. 

In the third case the disease extended to the posterior vaginal 
wall, as well as to the cervix. During the operation the posterior 
vaginal cul-de-sac was torn loose from the cervix, in drawing the uterus 
forward, so that the peritoneal cavity was opened. The rent was 
closed by four silk sutures, after the blood had been sponged out of 
the peritoneal cavity with sponge probangs, and the cavity tamponed 
as usual. The tampons were removed next morning. The patient 
speedily recovered from the operation, and in due time left the 
hospital. 

The author attributes the fatal result in the two cases to the 
cervical cavity having been packed too tightly with the styptic 
tampon, and recommends caution in this respect in future. 


E-xtirpation by Gastrotomy of the Fibroid Uterus. 


In a pamphlet on the treatment of uterine myoma by abdominal 
section, Dr.. Thomas Savage, of Birmingham, records six cases in 
which, under carbolic spray, he removed fibroid tumours, in- 
cluding the fundus of the uterus, by gastrotomy. The result was 
far more favourable than that which has hitherto usually attended 
this operation, and excels even that reported by Péan in 1873 namely, 
seven recoveries out of nine operations. Dr. Savage has had five 
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recoveries out of six operations, the fatal case being one in which the 
tumour had been diagnosed as ovarian. 

CasE I.—The patient was ‘single, aged thirty-seven. She had had 
almost constant metrorrhagia for four years, and during that time 
her abdomen had been enlarging. She suffered also great pain, 
especially at what she thought to be menstrual periods, and was very 
feeble. There was a lump on the right side of the abdomen. The 
uterus was high up and flattened behind the pubes, but was fairly 
mobile, the sound passing 31 inches. A large hard mass was 
felt in Douglas’s fossa. It filled up the vagina and was firmly fixed. 
Incisions and dilatations of the cervix had produced only temporary 
relief to pain 4nd hemorrhage. 


The operation was performed on Nov. 7, 1878. The pelvic mass — 


could only be removed by separating numerous adhesions to the 
pelvic brim and cavity, and by the aid of the author’s colleague, Mr. 


Tait, pressing upwards with the greatest amount of force per rectum. ’ 


A clamp was applied just above the cervix, and the patient recovered 
without bad#ymptoms. The mass removed weighed 2 lbs. 14 ozs. 

Case II.—The patient was single, aged fifty-three. For four years 
she had suffered intense pain, almost continuously, which was con- 
sidered to be due to either a small myoma or tender ovary. Men- 
struation had ceased some years, the pain was increasing, and she was 
now quite unable to earn her living as a dressmaker. 

An exploratory incision was made on April 22, 1879. The 
uterus was found to be involved in multiple fibroids, about eight in 
number, each about the size of a small walnut. A double ligature 
was placed close to the cervix, and the stump dropped. The left 
ovary was also ligatured ; it was shrivelled. The shock after the 
operation was considerable, but she made a good recovery. 

Case III.—The patient was single, aged thirty-eight. She had 
dysmenorrhoea, and much pain in defecation. ‘The uterus was retro- 
flexed, and what was thought to be an ovary was felt in Douglas’s 
space. At the consultation of the hospital staff, it was considered 
to be a good case for oophorectomy. The operation was performed 
on May 30, 1879. Both ovaries were removed ; they were found 
shrivelled-; and it was found that what had been felt in, the pouch of 
Douglas was a fibroid about two inches long, which was growing 
from the fundus, and bent backwards. A double ligature was passed 
through its base, and it was cut off. The puncture made by the 
needle bled, and every means failed to stop it, such as pressure, 
additional ligature, thermo-cautery, perchloride of iron, and clamp. 
A needle was then passed through the body of the uterus just above 
the’cervix from before backwards, but the point broke off in the 
uterine substance. Another needle was passed just above where the 
broken one was inserted (there was no room below it), and the 
uterus ligatured and cut off; the stump was dropped in. The 
patient made a good recovery, and the needle end left in the uterus 
gave no trouble afterwards. 

Case IV.—The patient was single, aged thirty-nine. Enlargement of 
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the abdomen had existed about three years. Menstruation was pain- 
less, irregular, and profuse, and the patient very anaemic. The tumour 
was central, uniform, very mobile, and gave a sensation of fluctuation. 
The sound passed four inches. A vascular murmur was heard nearly 
all over the tumour. The diagnosis, however, was “‘ ovarian tumour.” 

The operation was performed on July 5, 1879, and the tumour 
found to be a large, soft myoma, springing from the fundus 
uteri. It was easily turned out of the wound, and a double ligature 
passed through the uterus, a little above the cervix. The stump was 
dropped in. The shock of the operation was great. On the third 
day the pulse was 148, but the temperature only 98°. The pulse 
afterwards came down to too, but the patient died’ on the tenth 
day, apparently from asthenia. At the autopsy there was no evi- 
dence of peritonitis. A clot was found in the pulmonary artery. 
There had evidently been considerable effusion from the surface of 
the stump, and the clot in contact with it was seen to be in process 
of organisation. 

CasE V.—The patient was married, aged thirty-six, never pregnant. 
For several years she had had two lumps in the abdomen, and for 
four or five months abdominal enlargemefit had increased. On 
August 3, the circumference was 36 inches. On the right side 
was a single fluctuating tense cyst, reaching nearly up to the 
umbilicus. On the left side were two nodular masses, each a little 
larger than an orange, and quite mobile. A single cyst and double- 
headed myoma were diagnosed. : 

The operation was performed on August 22, 1879. The right 
broad ligament was stretched over the front of a sessile parovarian 
cyst, containing clear, colourless fluid. This was tapped above the 
edge of the broad ligament, and, as it was tightly held down in the 
pelvis, and so closely attached to the body of the uterus that it could 
not be removed by enucleation, four silk ligatures were passed 
through it as low in the pelvis as possible, and all above cut away. 
The myoma, which sprang from the left side of the fundus, was 
then brought outside, and a wire clamp passed round the uterus just 
below the fundus, with a long needle transfixing it just above the 
clamp. Perchloride of iron was then applied. During the first 
twenty-four hours considerable sanious oozing took place from the 
stump, and saturated the bed-clothes. The patient, however, did well, 
though she suffered much from the putrefaction of so large a stump. 
The clamp came off on the twenty-second day, and the following day 
quite an inch of black slough of uterine tissue was cut away from the 
bottom of the large cavity left. 

Case VI.—The patient was married, aged forty-one, never pregnant. 
She had noticed something growing in her abdomen three or four years. 
A movable mass was felt on the right side, about the size of a small 
foetal head. It moved with the uterus. Per vaginam there was felt 
in the posterior uterine wall a round swelling, which did not seem to 
be continuous with the abdominal mass. The sound passed 34 inches. 
There was no metrorrhagia, but the periods were a little in excess of 
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normal amount. The stomach had lately been getting very irritable, 
and she was unable to do her house-work, and anxious to have some- 
thing done. 

The operation was performed on August 22, 1879. A wire clamp 
was placed round the body of the uterus as low down as possible. 
For some time after the operation the pulse was quick and abdomen 
distended, but the temperature did not rise in proportion. On the 
3rd of September offensive diarrhoea set in and continued till the 
gth. The clamp was separated on the fifteenth day, the pedicle 
being offensive, and all sloughing masses cut away as far as possible 
out of the hole left behind. Three hours before she had a severe 
rigor, the pulse rising to 138 and temperature to 103°. From this 
time, however, she steadily improved. 

In reference to the mortality of these operations, it is important to 
note that in four at least out of the five successful cases, there were no 
symptoms dependent upon the uterine tumour which indicated any 
danger to life. With regard to the treatment of the pedicle, the author’s 
experience is of much importance. The opinion has of late been gain- 
ing ground that the treatment by antiseptic ligature proves much less 
satisfactory in the case of uterine tissue than in that of the pedicle of 
ovarian tumour, on account of the greater tendency to sloughing, to 
secondary hemorrhage, and to excessive effusion from the stump, 
and that therefore it is preferable in the case of a uterine tumour to 
keep the pedicle external if possible. Dr. Savage’s opinion, how- 
ever, is on the whole in favour of the ligature, when practicable, and 
he thinks that, in a few years, nearly all cases will be treated by this 
means. It will be observed that he was uot successful in keeping 
the pedicle aseptic, when treated by clamp, and that one of his 


patients ran a great risk of death from septiczemia ; also that the only — 


fatal case was one in which the stump had been ligatured and dropped. 





BOOKS, PAPERS, AND PAMPHLETS RECEIVED. 


“Introductory Address on the Connection between Hospitals - 


and Medical Schools.” By J. Wallace, M.D. 


“The Treatment of Uterine Myoma by Abdominal Section.” _ 


By Thomas Savage, M.D., M.R.C.P. 

“The Obstetrical Forceps.” By G. M. B. Maughs, M.D., 
St. Louis. 

“Zur Lehre der physiologischen Thrombose der Uterus-geftisse 
wahrend der Schwangerschaft.” Von Dr. F. Patenko. 

Communications received from Dr. Trenholme, Dr. Aveling, 
Dr. David Young, Dr. James More, Dr. M. M. Bradley, Dr. 
Paterson, and Dr. Herman. 





All communications, books for review, letters, &c. for the Editor, may 
be addressed to the care of the Publishers, 11, New Burlington Street, 
London, W. 

Noricr.—All the Back Numbers of this Journal may be had of the 
Publishers direct, or through any Bookseller. 





= oe : 
2 Te age ae 


THE 


OBSTETRICAL JOURNAL 


OF 


GREAT BRITAIN AND IRELAND, 


nnn 


No. LXXXII—JANUARY, 1880. 











Original Communications. 





NOTES ON “ULERINE POLARITY.” 


By Francis HENRY CHAMPNEYs, M.A., M.B. (Oxon.), M.R.C.P. 
Medical Registrar to St. Bartholomew’s Hospital ; Physician to the Out-patients 
at the Samaritan and Queen Charlotte’s Hospitals. 

AT the beginning of this century a Paper appeared in Reil’s 
Archiv fir Phystologie (Band vii, Heft 3, p. 415. AD. 
1807), from the pen of Reil, under the following title :— 
“On the Polar Divergence of the Original Natural Forces 
inthe Womb at the Time of Pregnancy, and their Mutual 
Exchange at the Time of Labour, as a Contribution to the 
Physiology of Pregnancy and Labour,”*—so remarkable and 
so important in its bearings, that it seems to me advisable to 

call attention to it. 

I do this with the more confidence from the fact that 
nothing equaily good has appeared subsequently on the same 
subject, that Reil’s Paper seems to be unknown or forgotten, 
and that without some such theory, not only the conditions of 
pregnancy and parturition, but those of many other uterine 
states are unintelligible. I have seen no reference to Reil’s 
Paper in any of the text-books, nor had I ever heard of it 
till it was brought under my notice some months ago. 





* “Ueber das polarische Auseinanderweichen der urspriinglichen 
Naturkrafte in der Gebarmutter zur Zeit der Schwangerschaft und deren 
Umtauschung zur Zeit der Geburt, als Beytrag zur Physiologie der 
Schwangerschaft und Geburt.” Von Prof. Reil. 
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I shall therefore not further apologise for translating 
large portions of it, omitting such parts as are purely fanciful, 
and shall add some few comments, together with one or two 
illustrative cases. 

“The forces (of the unimpregnated uterus) stand in 
equipoise; they are not widely separated towards different 
poles ; the contractile force is in excess, and is evenly divided 
through the whole mass. Together with impregnation, how- 
ever, the expansive force obtains the advantage, first, in the 
fundus, from thence farther and farther through the whole 
substance drives the contractile force towards the opposite 
pole, until this latter, driven towards the extreme point, 
springs over from the neck to the fundus, and at this moment 
gives the signal for the commencement of parturition. 
Moreover, all these circumstances of the female sexual organs, 
however different they may appear to be, vary from one 
another, not in themselves, but only in their mutual relation. 
In all there is the same contraction and expansion, and the 
different grades of vitality consist only in this, that partly 
their quantitative relation changes and one gets the advan- 
tage over the other, partly in this that they separate them- 
selves and retreat towards the opposite poles of the 
uterus. 

“Immediately with impregnation the indifference in the 
substratum of the fundamental forces of the uterus is 
suspended. The expansive force rises in comparison with 
contraction ; at the same time the two forces separate them- 
selves by dichotomy, the former occupies the fundus, the 
latter is driven back towards the neck, and the axis of the 
uterus resembles a magnetic line with different poles. The 
dynamic metamorphosis once begun lasts throughout the 
course of the pregnancy, and determines its whole develop- 
ment in the different stages through which it advances from 
its beginning to its end. 

“The expansion begins in the focus of the fundus, and ex- 
tends thence into greater and greater circles through the whole 
fundus, body, and portio vaginalis as far as the neck, where it 
reaches the maximum both of its intensity and of the extent of 
its growth. In proportion as this occurs, the contractile force, 
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more and more pressed back from the fundus towards the 
opposite pole, takes refuge in the extreme point of the neck, 
until it is even here overcome by expansion, which mostly 
happens with one bound and in a moment of time, as I shall 
show below by examples. At this moment follows the 
change of the poles in the magnetic line ; contraction leaps 
over, as in an over-charged jar, from the neck of the uterus 
to its fundus, possesses itself of the same focus in the fundus 
as that from which, at the beginning of pregnancy, the ex- 
pansion started, takes here a firm foot-hold, proceeds from 
this point periodically and alternately with expansion through 
the whole substance of the uterus, in which now the opposite 
dynamical state obtains ; the plus of contraction lies at the 
fundus and the plus of expansion at the neck, and on the 
whole contraction prevails over expansion. This inner state 
appears outwardly in theshape of the labour pains. This cycle 
of metamorphoses through which the fundamental forces run, 
in the constant change of their relations, is completed in a 
space of nine months, and the moment in which expansion 
overpowers contraction, even in the neck, and the latter 
leaps over again to the fundus, is the physiological separation 
between pregnancy and labour. From this moment forward 
contraction increases in proportion to expansion in intensity 
and extensiveness in space and time; it expands more and 
more from the fundus through the body to the neck, returns 
at shorter and shorter intervals, remains longer and is stronger 
in itself, until the moment of the completion of the delivery. 
The formation of the pains follows along with this from their 
commencement to theirend. After the end of the labour 
these oscillations also, which originate from the antagonism 
of both forces, cease ; contraction possesses itself again of 
the whole substance of the uterus, and restores the expanded 
and relaxed uterus, in a space of three months, again to its 
original volume. 

“Through these metamorphoses in the quantitative funda- 
mental relation of the original forces of the uterus, and 
especially through their polar divergence in opposite direc- 
tions and through the exchange of poles at the time of: 
labour, comes to pass that remarkable antagonism between 
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the upper and lower part of the uterus, upon which is 
founded all possibility of a pregnancy and labour. In 
pregnancy begins the preponderating expansion from the 
fundus, and advances with an ever-increasing minus of con- 
traction to the neck, where contraction fastens longest and 
most obstinately. Hence the space for the reception of the 
embryo in the upper part and its retention in the cavity of 
the uterus during pregnancy. At the time of labour, through 
the exchange of the poles, the reverse relation commences. 
Hence the evacuation of the embryo. From conception to 
the time of labour the conditions of pregnancy constantly 
become weaker till they arrive at zero. At this moment 
the first antagonism is annulled, the opposite begins, the 
pregnancy must.cease, and the time of labour commence” 
(p. 415). 

The statement above, that it is contraction that restores the 
uterus after labour to its original volume in a space of three 
months is not strictly correct ; the amount of tissue in the 
uterine substance is the same immediately after, as itwas imme- 
diately before, delivery, excluding, of course the foetus, placenta, 
membranes, and also the blood in the uterine vessels, for 
which there is less room in the contracted uterus. Still, 
if we acknowledge that degeneration, absorption and excre- 
tion play the principal part in reducing the puerperal uterus, 
in three months, to one twenty-fourth part of its weight 
(Meckel), we cannot but insist, on Reil’s part, on the share 
taken by uterine contraction in reducing the blood-supply 
and thus promoting that degeneration. 

The whole passage cannot, of course, be taken as a com- 
plete exposition of the causes of the enlargement of the 
uterus, but sets forth most graphically one important con- 
dition obtaining during pregnancy and reversed at the time 
of labour. 

“Tf they (the lips of the os uteri) are still thick and hard, 
the labour may still be delayed, even if the os uteri is already 
open; on the other hand, this follows certainly in a few 
Sag if the os uteri is quite soft and obliterated. 

“A young and delicate person had already aborted twice, 
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and in the third month of her third pregnancy had again a 
loss of blood which continued eight days long, without pains, 
and brought her to the brink of the grave. The neck of the 
womb was long, hard, the os closed, and the ostium vagine 
so narrow that hardly two fingers, and those not without 
pain, entered. All at once, on the eighth day, after the use 
of strong irritants, the first weak pains began. At the same 
moment I examined her; I was able to penetrate with the 
whole hand into the vagina without pain, and found the 
cervix uteri soft and expansible, where, a moment before, all 
had been still hard and inexpansible. The commencement 
of the pains was the moment in which the polarity had 
changed round, the contractile force had removed from the 
neck to the fundus, and the expansion from the fundus to 
fic neck” (p) 42°58). 

The relaxation of the vagina during the progress of 
pregnancy is well known; its rapid relaxation under the 
influence of abortion, in the third month, is not so often 
described. The expansion of the vagina for parturition is 
not essentially a passive dilatation. 

In some of the lower animals a similar active relaxation 
takes place at the time of heat, the vagina being penetrable 
only at these times, which sometimes, curiously enough, 
follow delivery closely, and do not return till after a long 
interval. 

“The portio vaginalis and the neck of the womb 
develop prematurely, become relaxed, and the contractile 
force displaced from this pole changes to the fundus. 
Hence one can also frequently predict, with certainty, 
from the relaxation of the portio vaginalis, premature labour 
and the time thereof” (p. 427). 

“The antagonism between fundus and neck, during labour, 
is the direct converse of that which obtains at the time of 
pregnancy” (p. 446). ~ 

“At times contraction fixes its focus at the time of labour 
in the neck of the womb, instead of in the fundus, and the 
former is by this means spasmodically contracted. 

“Tn other cases every point in the whole surface of the 
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uterine walls becomes at once the focus of contraction; every 
part draws itself together with equal strength and without 
intermission, as in rigor mortis. Hence the pressing of all 
points of the circumference towards the central point of the 
uterine cavity, and the zcarceration of tts contents, embryo, 


placenta, &c. This occurrence is apt to arise in the case of — 


a transversely lying embryo which, perhaps, excites it by its 
pressure. At the moment in which the embryo is cut 
through in the middle and collapses, both forces separate 
from each other, each towards its own pole, so that one can 
undertake, without any difficulty, version which was before 
impossible. At times the focus forms eccentrically, some- 
where in the side walls of the womb, or several centres 
mutually opposed in their direction arise, whence come local 
contractions, divisions of the womb into two or more 
cavities, incarceration of the placenta, false, fruitless, and 
highly-painful labour-pains. Ina normal condition the walls 
of the womb contract equally over the foetus as over a 
cylinder, upwards towards the middle point of the fundus. 
The neck yields because expansion in it prevails in propor- 
tion as at the opposite contraction predominates. The labour- 
pain is either not painful at all, or associated with a bearable 
feeling of pressure, and the labouring woman feels rather 
refreshed than wearied. On the other hand, those false pains 
are intolerably painful, give rise to faintings and convulsions, 
do not contribute towards delivery, and the labouring woman 
feels, in the intervals, tired and in a highly-uncomfortable 
condition. Generally an unusual presentation is there, which 
one can already predict from these pains, even if it is still 
impossible to discover it by touch. The wrong position is 
again ordinarily caused by other and earlier anomalies. 
Hence it comes, that where an abnormality is discovered, 
several are generally found together, I saw lately, in a 
labouring woman, the placenta in the left side, the child 
with its back turned towards the right side, the buttocks 
below, the womb directly in the middle and so contracted 
transversely that one could only, with difficulty, penetrate 
beyond the stricture to the ends of the feet. After the 


birth the placenta was encapsuled, was adherent, and at the . 
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place a diseased spot of the uterus, which was most likely 
the common source of all these anomalies. 

“After the same laws arise the false after-pains, except 
those which expel the after-birth ; they are local, erratic, 
streaky contractions, meeting in contradictory directions, 
which are generally the results of an asthenic life of the 
womb, and can be therefore removed by opium and warm 
vinous fomentations. So are formed everywhere, in the 
heart, stomach, intestinal canal, abnormal foci of contraction, 
which excite, through their wrong direction, horrible pains, 
especially in the intestinal canal. 

“What is called an oblique position of the womb, in 
which the os uteri does not stand in the axis of the pelvis, 
expands unequally and only on one side, and the bag of 
membranes has an oblique presentation, arises probably not 
from mechanical causes, unequal weight of the womb, 
relaxation of the abdominal muscles, and so forth, but from 
the formation eccentrically, and somewhere in the side wall 
of the uterus or in one or the other of the round ligaments, of 
a focus, to which its fundus inclines and where generally the 
placenta is fastened. Hence one is not generally in a 
position to give the womb a direction parallel with 
the axis of the pelvis, by the posture of the labouring 
‘woman, as one would think if the obliquity were merely 
mechanical and not vital. 

“ At times, generally immediately, or even later, eight or 
twelve days after delivery, uterine hemorrhages arise, in which, 
contrary to the rule, the womb has either not contracted at ail 
or has relaxed again. The expansion is general or local, in 
the latter case at the fundus or the portio vaginalis. If the 
fundus: is expanded and the neck contracted, the blood 
which has been poured out becomes encapsuled in the uterine 
cavity. Weakness is the usual cause of this condition, which 
is therefore apt to follow strong pains, quick emptying of the 
uterus, great distension of the uterus from excess of liquor 
amnii, twin-births, &c. Every mechanical and chemical 
irritation, and especially the positive pole of the galvanic 
battery, removes the excessive expansion and stops the flow 
of blood. One introduces a zinc pole bent in the form of the 
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segment of a circle into the uterus, up to the fundus, places 
a simularly bent silver pole on the navel, and brings into 
contact the ends of them which lie opposite each other” 
(p. 458). 

He then adds, as instances, spasm of the neck of the 
bladder and of the rectum, procidentia uteri, “die Ruhr’ 
(? diarrhoea), retention and incontinence of urine, and spas- 
modic (Einklemmung) strangulation of ruptures. 

In the above extract it will be seen that Reil refers incar- 
ceration of the uterine contents either to general uterine 
tetanus or to partial and eccentric contractions. To this 
question we shall only refer in passing, merely remarking that 
cases of so-called hour-glass contraction, with incarceration of 
the undetached and not morbidly adherent placenta, would 
seem to forbid the supposition of uterine contraction in the 
upper uterine segment, at least at or about the placental site. 
(For remarks on the fallacy of taking uterine hardness, felt 
externally, for a proof of real uterine contraction, see 
Matthews Duncan’s “Mechanism of Parturition,’ 1875, 
p- 420.) 

The difference between the effect of regular normal and 
irregular abnormal pains on the general well-being of the 
parturient woman comes, probably, within the observation of 
all, though “ faintings and convulsions” can hardly be said 
to be produced by the latter. Still conditions, no doubt, do 
frequently exist in which these are associated with irregular 
uterine action. 

Reil's remarks in this paragraph on false after-pains are 
most wise. It will be seen that he makes no mention of 


clots, remains of decidua, &c., as being essential to their pro- 


duction, but compares them definitely to intestinal colic, and 
refers them to local, erratic, streaky, contradictory contrac- 
tions depending on abnormal uterine conditions, and, like 
intestinal colic, to be removed by warmth, cordials, or 
opiates. 

His comments on the vital nature of obliquity of the 
uterus are confirmed by the fact that such obliquity persists 
during a pain, which may be said to stereotype its real shape 
and position apart from decubitus. 
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The following case seems to me to illustrate Reil’s 
theory :— 

Mrs. S., aged twenty-three (4-para) (altogether out of her 
reckoning, as she suckles one child till advanced in pregnancy 
with the next), expected to be confined in June, 1878. This 
did not, however, take place. On Sept. 5 she reached to hang 
some curtains up. At midnight sudden severe flooding took 
place— half a pailful.” I was sent for and arrived, Sept. 6, 
at 2.30 A.M. 

Patient faint, respiration sighing, pulse fair. Head pre- 
senting, os size of a shilling, very thick and rigid, almost like 
an ivory ring covered with mucous membrane, not admitting 
more than two fingers, three fingers could be inserted with 
difficulty half-way. Head above pelvic brim, membranes in- 
tact, no placenta to be felt. Pains short, rare, ineffectual, 
disorderly ; uterus not hard between the pains. 

Although she was not then bleeding, her state seemed to 
me to indicate delivery without delay. I therefore inserted 
a Barnes’ dilator, and, holding it zz sztu, dilated it; it pro- 
duced no effect whatever on the cervix, though repeatedly 
inserted, slipping out or in. 

I decided to attempt to turn by the bi-polar method. In- 
troducing two fingers, I succeeded in doing so with some 
difficulty, leaving the membranes intact. 

The os remained of the same size and rigidity, and some 
considerable difficulty was experienced in getting the foot 
(which was much smaller than the average size of a full-time 
foetal foot) endwise through it ; but, this being accomplished, 
and the leg brought down into the vagina, the os was felt to 
become rapidly softer and more expanded, the half breech 
dilated it without difficulty, and the extraction followed 
easily. During turning a large clot was felt between the 
uterine wall and membranes, some three inches from the os 
externum. The placenta followed easily, the uterus con- 
tracted efficiently, and the patient did well. 

The question, What caused the rapid dilatation of 
the os? is, I think, only to be answered by Reil’s theory. 
In his language detachment of part of the placenta (which, 
I suppose, was the cause of the bleeding, and which I have 
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several times seen to follow work which required reaching to 
a height) excited contractions which were not rhythmically 
associated with cervical dilatation, but were “local, erratic, 
streaky, and contradictory, the results of uterine asthenia ;” 
contraction was still, therefore, in firm possession of the lower 
segment, and contraction at the fundus and contraction at 
the cervix stood in stubborn mutual opposition. By bringing 
a leg into the vagina I reduced the uterine contents, which 
enabled the fundus to effect a moving normal contraction, 
the rhythm was restored, contractiori possessed itself of the 
fundus, relaxation of the cervix, and the delivery followed 
naturally. I asked myself whether the same result would have 
followed rupture of the membranes and evacuation of some 
of the liquor amnii? I think it would, as the result showed ; 
but as this could not have been known beforehand, it was 

better to retain the liquor amnii. } 

In the case of uterine hamorrhage with conditions of 
fundal relaxation and cervical contraction, Reil might have 
added that dilatation of the cervix is often sufficient to pro- 
duce contraction of the fundus and consequent arrest of the 
hemorrhage. This procedure is familiar to all obstetricians, © 
and forms the basis of the practice of the use of tents in 
cases of uterine hemorrhage, but I have nowhere seen an 
explanation of its action, with one exception. | 

Savage, in his work on “The Female Pelvic Organs,” 1870, 
says: “There is a functional antagonism between the — 
uterine cervix and the uterine body to this extent, at least— — 
that contractility in the latter is powerfully promoted by ~ 
forcible dilatation of the former. Uterine haemorrhage and — 
the vitality of soft intra-parietal hyperplasms may often be — 
beneficially, sometimes signally, controlled by incisions ~ 
destroying the future contractility of the cervix.” 

Reil adds (p. 462), as instances of the operation of the 
same principle; “ Tenesmus of the neck of the bladder and of 
the rectum, prolapsus uteri (‘das Niederstossen der Gebar-— 
mutter’), diarrhoea, retention and incontinence of urine, and. 
strangulation of a hernia.” Many of these are fanciful, but— 
Reil seems to have been on the verge of enunciating some 
very remarkable theories, For instance, had he cited cwversia, — 
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instead of procidentia uteri, he would have been absolutely 
correct, according to the latest scientific views, which regard 
that state as due to fundal atony, with contraction lower 
down. Again, we can hardly believe that Reil could have 
been so near to mentioning intussusception without actually 
naming it, and at first feel disposed to give him the benefit 
of the doubt when he speaks of “ kramphafte einklemmung 
der Briiche.” But he himself forbids this by saying, in 
the next page: “Bey einer kramphaften Einklemmung der 
Briiche mz¢telst des Bauchrings ist derselbe wie im Starrkrampf 
zusammengezogen, und das Eingeklemmte wahrscheinlich der 
Reiz, der diese iiberwiegende Contraktion unterhalt, nach Art 
der querliegenden Frucht.” 

MWestitererore beg to add these: to. his: list; where they 
certainly belong, and to remark that inversion of the uterus 
is really an intussusception, and that both are the results of 
disturbed “ polar” relations. 

It is probable that too hard a line is drawn between the 
conditions of the impregnated and unimpregnated uterus, and 
that Reil’s principle ought to be extended to the latter. It 
is probable that the unimpregnated uterus is subject to 
periodical contractions, especially at the menstrual period, and 
fiat polar telations “exist: even in it. In certain cases of 
hemorrhage from the unimpregnated uterus it is well known, 
as stated above, that cervical dilatation cures the hamorrhage, 
probably by producing fundal contraction. 

The following case shows the efficacy of this treatment in 
a case where ergot had been given without success :— 

F. F., aged twenty-one, married two years, never pregnant. 
For more than two years (before her marriage) she has been 
subject to too frequent menstruation, which returns every 
three weeks and lasts a week, leaving her only two weeks 
clear. This has not been worse since marriage. During 
the first two days of the flow she has much pain above 
the left Poupart’s ligament, a slight cough at the periods 
only, and a slight white discharge in the intervals. 
Nothing amiss could be discovered by finger, speculum, or 

sound. 


| She 
She then took a drachm of liquid extract of ergot three 
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times a day. The two next periods returned at the same 
interval of three weeks, and lasted seven and eight days 
respectively, though the quantity was slightly less. The 
third period, however, was excessive, and I resolved to dilate 
the cervix with bougies. I passed the series into the uterus 
up to No. 18 size, and continued the ergot. 

After this she was clear three weeks, and then had a 
natural period, which lasted only four days. She then ceased 
to attend, but called on me five months later to say that she 
had remained quite well, that her periods recurred every 
month, lasted four or five days, were not profuse, and not 
painful, and that she had no discharge in the intervals. Her 
appearance was that of perfect health. 

Whatever was the cause of the frequent menstruation in | 
this case, it seems that dilatation of the cervix altered the con- 
ditions and restored the normal rhythm, I believe by the 
operation of Reil’s principle. 3 

Reil has claimed false after-pains for the domain of dis- 
turbed uterine polarity ; Dr. Matthews Duncan has insisted 
on the analogy between after-pains and a variety of dysme- 
norrhoea to which he gives the name “spasmodic.” These 
cases are well marked ; the pain generally precedes the flow, 
often by two days, it is colicky in character, often severe in 
intensity, is situated in the lower part of the hypogastrium _ 
(in the uterus itself), and is relieved by the flow. Thecaseis 
sometimes cured at one sitting, with a bougie which reproduces 
the self-same colicky pains as are felt at the period. These ~ 
cases are sometimes included under the name “ obstructive,” — 
but they should not be so classed. It is obvious that in — 
cases where pain precedes the flow by a considerable interval, 
clots and dysmenorrhceal membranes must be excluded as 
possible causes of the pain, even if the patients were able to 
produce them, which is far from being the case ; and if the — 
cases present, as they do, a well-marked family likeness, the © 
whole class should be considered together, even where little 
or no interval exists between the beginning of the pain and the — 
establishment of the flow. The fact that the bougie cures 
them does not prove obstruction, for in many of them a large © 
bougie meets with no impediment, even during the paroxysm, q 
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and a sound, as a rule, passes with ease. One characteristic of 
them is extreme sensitiveness of the os uteri internum; it is just 
this spot, and often this spot only, that is tender, and it is 
on passing this that the bougie produces the characteristic 
pain, and sometimes vomiting, where this is usual at the 
monthly period. 

I was treating with bougies a patient suffering from this 
complaint ; on passing the os internum great pain was pro- 
duced, like that which was suffered at the period, and she 
began to vomit, as she often did at the menstrual time. I 
left the bougie zz sitw in charge of a nurse. In a few 
moments I heard the vomiting and indications of pain cease. 
On examining I found that the bougie had slipped out some 
little distance. On passing it up again through the os 
internum the pain and vomiting returned. 

Instances are known in which the characteristic severe 
pain returns every month without any menstrual discharge 
whatever. Such a disease might be called “dysmenorrhcea 
paradoxa s. amenorrhoica,” It illustrates, by way of a 
paradox, the nature of the pains in spasmodic dysme- 
norrheea. 

The pains are colicky in character, and are probably 
colicky in their essential nature, depending on spasmodic, 
abnormal, unrhythmical, contradictory contraction of the whole 
uterus. They can be excited by irritation of the os internum 
artificially, but what relation this part of the uterus bears 
to their automatic production is not known. 

I believe that in some cases the same pain may be excited 
by causes external to the uterus. 

L. T., aged twenty-six, single, came to me on Nov. 5, 1878, 
complaining of painful micturition, and of painful and scanty 
menstruation, the pain occurring on the first day of the 
period and getting better as the flow was established. 
Urine clear, neutral or slightly alkaline, slight cloud of 
phosphates on boiling, no albumen. | 

On Dec. 3rd, treatment not having relieved her, I made 
an examination. The vesical sound caused no pain till the 
point was turned towards the trigone, when the pain com- 
plained of was produced, and the point of the sound was 
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felt, per vaginam, just anterior to the cervix, above the’~ 
anterior cul de sac. 

On Dec. 10 I passed a series of silver uterine bougies up 
to No. 13, which produced, on passing the os uteri internum, 
the pain complained of on micturition. 

After this treatment she never felt the pain again while 
under my care. When she had remained cured of it for 
more than a month, I recommended her to leave and return 
if the pain returned. 

What the conditions were which produced the pain on- 
micturition I do not know, but I think that the pain was 
dysmenorrhceal in character, probably of the same nature as 
that of spasmodic dysmenorrhcea ; the case might be described 
as “dysmenorrhcea a mingendo.” 

I cannot help thinking that all true cases of spasmodic 
dysmenorrhcea ought to be classed with false after-pains, as 
manifestations of uterine colic, or, in other words, disturbed 
uterine polarity. 

The treatment of this condition by bougies, when it relieves, 
probably does so by exciting the uterine spasm so intensely 
as to exhaust, for a long time, or for all time, the uterine 
irritability, and furnishes an instance of the principle that 
“familiarity breeds contempt.” 

Although the part played by “polarity” in uterine 
physiology and pathology is still obscure, its recognition 
seems essential to a right understanding of many processes 
within those domains, and its existence should not be for- 
gotten in treatment. 3 

If it be true that its disturbance is the essence of the — 
pain—sometimes excruciating—of at least one form of dys- 
menorrhoea, what is to be said of the many violent surgical” 
operations often performed on the uterus upon slight pro- 
vocation, and having for their result profound alterations of 
its texture, form, and proportions ? 

An organ possessing such properties as those claimed for — 
it by Reil is surely entitled at least to our respectful for- 
bearance. 
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me CASH OF FIBROID TUMOUR OF THE UTERUS, 


SPONTANEOUS ENUCLEATION AFTER THE APPLICATION 
OF TANGLE TENTS——RECOVERY, 


By THomas CHAMBERS, 
Senior Physician to the Chelsea Hospital for Women, Consulting Physician- 
Accoucheur to the Western Maternity, &c. 
ELIZA D., aged twenty-seven, a domestic servant, was admitted 
into the Chelsea Hospital for Women under my care, on 
March 27, 1878. 

F{istory.—She first menstruated at fourteen, and continued 
regular as to time—four days—-and quantity for eight 
years. About this time her periods became very painful 
and prolonged, often continuing eight or ten days, the flow 
being very excessive and always followed by an offensive 
discharge very irritating to the genital passages. She has 
been under medical treatment from time to time. 

In the early part of the year 1876 she first noticed a 
swelling in the lower abdomen. This she was told was “a 
tumour of the womb.” 

In January, 1877, her health completely gave way—the 
result of continued loss of blood, excessive pain, broken 
sleep, and defective nutrition. As she could no longer con- 
tinue her work, she was admitted into the Woman’s Ward 
of St. George’s Hospital, under the care of Dr. Barnes, on 
January 10, 1877, where she remained nine weeks, and left 
on March 14, not much improved. 

In this unsatisfactory condition she continued about a 
year, her material wants being supplied by the bounty and 
considerate kindness of her former mistress. 

When admitted she was very thin and pallid, the tint 
of her skin being a dirty yellow—that which is so com- 
monly noticed among women who have long been subject to 
uterine haemorrhage, or who are the subjects of malignant 
disease. 

Her pulse was 120, temperature 100°5, respirations 
irregular and sighing ; tongue red and dry in the centre, con- 
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stant thirst, no appetite, night perspirations and disturbed 
sleep. 

The lower abdomen was occupied by an ovoid growth, 
extending upwards eight inches above the pubes, having a 
transverse measurement of nine inches. The tumour was 
smooth on the surface, hard and unyielding to the touch, 
freely movable from side to side, giving little or no pain 
when manipulated. 

Examination per vaginam.—The vagina was small, but 
not congested or painful. The uterus was enormously and 
uniformly enlarged, anteverted, and resting on the brim 
of the pelvis. The os uteri was small and the cervix short, 
otherwise they were unchanged. The sound was introduced 
with some difficulty and passed upwards for more than seven 
inches, but in order to accomplish this it had to be well 
pressed back on the perineum. 

Dr. Aveling’s gynecometer registered the anterior wall 
of the uterus, including the tumour and abdominal parietes, 
at four inches. If one inch is allowed for the thickness of 
the uterine and abdominal walls—a fair and reasonable 
calculation, considering the emaciated condition of the 
patient—there would be left a tumour thickness of three 
inches. If, on the same principle, we reduce the length from 
seven to six inches, allowing an inch for the cervix, and the 
breadth from nine to seven inches, allowing two inches for 
the thickness of the parietes, we should have a calculation 
somewhat as follows—viz., length six, breadth seven, and 
thickness three inches—thus, 6x 7=42 xX 3=126, giving 
an estimated cubic measurement of from 100 to 126 
inches. 

During the last two or three years medical treatment had 
been fairly tried with but little benefit. Her condition had 
now become hopeless, unless something could be done by 
surgical means more practical and direct than any 
that medicines could accomplish. 

She had already suffered so much and so long that she 
was ready to submit to any kind of treatment offering a 
reasonable chance of relief, if. not of cure. 

April 3, 9 A.M.—Being placed in the lithotomy position, 
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the cervix uteri was drawn downwards and forwards with a 
vulsellum forceps, while two fine tangle tents were intro- 
duced into the cavity. The operation was not difficult, 
though time and care were both necessary. <A full dose of 
opium was given at once, and repeated in an hour. 

At 3 P.M. the pains in the uterine region had become so 
severe, notwithstanding the opium, that one tent had to be 
withdrawn, which greatly relieved the more urgent symptoms. 

April 4, 9 A.M.—The second tent was removed and the 
vagina washed out with carbolic lotion (1 in 20 parts). 
She had not slept during the night, but had been hot and 
restless, vomiting at intervals. Temperature 105°5, pulse 
144, respirations 34, irregular and sighing. There was 
considerable tenderness over the lower part of the abdomen, 
extending to the hips and loins. There was also a free 
vaginal discharge of offensive watery fluid. The vagina was 
well-washed out with warm water, holding in solution tinc. of 
iodine and tinc. of opium, of each an ounce to the quart. 
Hot linseed poultices were kept on the abdomen. Quinine 
2 grains, and tinc. opii 15 drops, were given every two 
hours. Beef-tea, coffee, barley water, &c., were freely given. 
Absolute rest and quiet enjoined. 

April 5.—In all respects greatly improved. Tem- 
perature 102°°5, pulse 120, respirations 28, and more 
regular than yesterday. The vaginal discharge contained 
more blood, but was not so offensive. The patient thinks it 
must be her “ period time,” though there is much less pain 
than usual. The treatment to be continued. 

April 7 Much better, pulse 110, temperature 101°, 
respirations 24. Shecan take fluid food better, and rests 
quietly though she cannot sleep. The menstrual flow has 
ceased, but there is an excess of watery offensive fluid 
draining from the vagina. Although she appeared so much 
better, it was not deeméd desirable to meddle further with 
her for the present. Treatment continued. 

April 8—There has been a good deal of uterine pain 
during the night. The temperature and pulse have again 
gone up: the former to 103°, and the latter to 124, 
Several lumps of fleshy fibroid matter have escaped from 
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the vagina, accompanied with an extraordinary quantity of 

watery fluid having the most offensive and sickening stink 

it is possible to conceive. The uterine mouth was open but ~ 
quite full. The long vaginal tube was passed within the 

uterine cavity, which was well-washed out with the iodine 

and opium injection. Three grains of quinine with fifteen. 
drops of tinc. of opium were given every two or three 

hours. The surface temperature fluctuated considerably, 

chills and sweats frequently alternating. 

April 9.—To-day a large piece of tumour, the size of a — 
fist, had to be removed, its course having become arrested 
at the os uteri, notwithstanding the free uterine con- 
tractions. The patient’s powers of life now appeared to be 
fairly overdone. Temperature went up to 10675 and the 
pulse to 154; the respirations were irregular and sighing. 
The surface was cold and covered with perspiration, the face — 
pale, and the nose pinched and sharp. 

I washed out the uterus with the iodine and opium 
injection. The quinine and opium mixture was repeated 
every three hours. Fluid food and stimulants were freely 
given, and beef-tea and brandy enemata were administered 
every six hours. Hot linseed poultices were continued to - 
the abdomen, and hot-water bottles to the legs and feet. 

April 10, 9 AM.—Her general condition has much im- 
proved since yesterday. Temperature 1044, pulse 136. 
The immediate effect of intra-uterine injections with the — 
iodine and opium solution was to lower the pulse and tem- 
perature. The patient had slept at intervals during the © 
night, the uterine pains being less energetic. There is less — 
thirst, the appetite is better, but the vital powers are greatly — 
depressed. j 

6 P.M.—She still continues to hold her ground. Tem- 
perature 103°°6, pulse 130. Can take fluid food very well. 
During the greater part of the day the uterine pains have 
been unusually active, accompanied by a free discharge both — 
of solid and fluid matter from the uterus, having a most © 
offensive and sickening odour. The injection was repeated © 
frequently, and the general treatment continued. 

April 19.—Since the last report the discharge of solid 
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and fluid matters has been continued at irregular intervals, 
and the patient has gone up and down in the scale of fate 
in a most remarkable manner, notwithstanding the most 
watchful care. 

To-day I was sent for in a great hurry, as there was 
something passing which gave great pain and filled the 
poor creature with anxiety. 

On introducing the finger into the vagina, it was found to 
be occupied by a membranous substance extending up into 
the uterus. It appeared to be retained by the contraction 
of the os and cervix uteri. 

After a time it was liberated and withdrawn, when it 
proved to be a capsular membrane, having a measurement of 
six inches by seven. One side was perfectly smooth and 
clean, while the other was rough, having irregular pieces of 
fibrous tissue attached to it. It had the appearance of a 
membrane when separated from over-cooked meat. 

When the membrane was withdrawn it was immediately 
followed by a gush of thick stringy fluid, most horribly 
offensive. Temperature 106°, pulse 154, very small and 
irregular. I washed out the uterus, with the usual good 
result. The greatest care and watchfulness were necessary 
in order to keep the poor creature floating. Quinine, opium, 
and stimulants were freely given. | 

April 20, 9 A.M.—Much quieter and more hopeful to- 
day. Temperature 104°, pulse 134. The vital powers are 
greatly prostrated. A fair amount of nourishment can be 
taken, beef-tea and brandy enemata are given every eight 
hours. 

10 P.M—An hour ago I was sent for in great haste, 
sudden and severe hzeemorrhage having come on, and fears 
were entertained that the patient would not survive my 
arrival. On examination, large masses of coagulated blood 
and lumps of fleshy matter were found in the bed and oc- 
cupying the vagina, but the hemorrhage had ceased— 
perhaps for the best of all reasons. In the vagina there was 
a lump of putrid tumour having a blood-stained stump or 
pedicle as large as a two-shilling piece, which appeared as 
if it had just been detached from the uterus. This was, 

UU 2 


628 <A Case of Fibroid Tumour of the Uterus. 


perhaps, the source of the hemorrhage. The vagina being 
cleared, the finger was passed into the: uterus, which was 
low down in the pelvis. Nothing could be detected but a 
smooth surface, having an irregular patch on the anterior 
aspect about an inch above the os. This was, most likely, 
the point from whence the last separation had taken place. 

The uterine cavity was well-washed out, its depth being 
now only four inches. The abdomen was quite flat; nothing 
of the original tumour could be found save a small ovoid 
body behind the pubes, which bimanual manipulation clearly 
proved to be the fundus uteri. 

This was the final and successful effort of Nature to 
empty the uterus. It was also the only appearance of 
hemorrhage since the 7th instant—the day preceding the 
first natural attempt at enucleation. 

From this time there was no farther discharge, either of 
solid matter or watery fluid. 

The constitutional effects of this sudden haemorrhage were 
very marked, and great care was needed to conduct the 
patient safely through. Stimulants, as well as quinine and 
opium, were needed in free and frequently-repeated doses. 
Vaginal and uterine injections were frequently repeated. 
Hot bottles and blankets to the legs and feet were needed 
to promote reaction. 

April 22,9 AM.—The patient has progressed satisfac- 
torily since the 20th; pulse 96, temperature 100’, respirations 
26 and quiet. No pain, a little leucorrhceal discharge with- 
out smell, has a good appetite, and sleeps well. The uterus 
has sunk into the pelvis, and can no longer be felt above the 
pubes. She is cheerful and full of hope for the future. 

4 P.M.—An hour ago she had a severe rigor, which con- 
tinued twenty minutes. The temperature is now 104°, pulse 
140, and respirations 36. No pain or tenderness in the 
pelvic region, neither has the leucorrhceal discharge been 
arrested. The uterus was well-washed out, and the quinine 
and opium frequently repeated. 

April 23, Q A.M.—She has passed a good night. The 
temperature and pulse have again fallen considerably—the 
former to 100° and the latter to 94; respirations 24 and 
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quiet. She is greatly improved, but her strength is so much 
reduced that she cannot turn in bed without help. 

May 30.—She has progressed satisfactorily since the 
last report. To-day the uterus was examined for the first 
time since April 20. It was in a normal position. The 
sound passed easily and without pain to the bulb. No pain, 
leucorrhcea, or bearing-down. 

June 5.—Discharged cured. 

Dec. 5.—I heard of this patient to-day; she has 
returned to her situation as fit for work as she was before 
the advent of the disease. 

June 29, 1879. — She continues in excellent health. 
Menstruation has returned to its normal standard. 

Remarks.—In offering a few remarks, I may state that 
my object has been to report fully and faithfully an interest- 
ing, difficult, and apparently hopeless case, in order that it 
may, to some extent, be a help and encouragement to those 
who may be called upon to deal with similar cases. J will, 
therefore, content myself by pointing out a few of its in- 
teresting features. 

And, 1st, I would note the rapidity of the growth of the 
tumour. There was only about a year from the time it was 
first noticed to the time of her admission into St. George’s 
Hospital. This rapidity of growth is a marked characteristic 
of the red or fleshy fibroid tumours. They grow much 
more rapidly and bleed more freely than the hard or 
white fibroid growths, and the watery discharge is much 
more abundant and offensive. 

2nd. It may fairly be inferred that Dr. Barnes regarded 
the case. as an unfavourable one for operation, or he would 
not have discharged her without making the attempt. 

3rd. The continued activity of the uterine contractions, 
without the aid of ergot, is noteworthy. This I have noticed 
in other cases, and experience would lead me to believe 
that a tangle tent is much more efficacious in producing 
uterine contraction than any reasonable amount of ergot. 
This may not, however, be the experience of the majority of 
observers. 

4th. The importance of frequently-repeated intra-uterine 
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injections of iodine and opium in solution with warm water 
cannot be too strongly urged. These, conjointly with the 
free administration of quinine and opium, were the chief 
contributors to the good results obtained in this case. Iron 
and bromide were on two occasions substituted for the 
quinine and opium, but had to be discontinued, as they did 
not possess the same antiseptic powers which characterised 
the latter. 

sth. The absence of hemorrhage until the last effort at 
separation was made is both interesting and suggestive. 

It might be inferred that the effect of continued and 
steady contraction of the uterus is to gradually separate the 
tumour from the uterine wall and to compress completely 
the intercommunicating vessels, and thus to prevent 
hemorrhage, as well as the absorption of septic matters, of 
which there was a great excess in this case. 


VAGINAL CYSTOCELE OBSTRUCTING LABOUR. 
By James More, M.D. 


Mrs. B., a tall, well-made multipara, had been already thirty 
hours in labour, when she sent for my assistance. Dr. O., 
my locum tenens, saw her first, and found prolapsus of the 
bladder, with extreme relaxation of the walls of the vagina. 
She was in labour with her eleventh child, and the reason 
she gave for not sending for help sooner was that she did 
not consider the pains bad enough. Her previous labours 
had always been tedious, but she had not been delivered on 
any previous occasion by instruments. 

Finding the head still above the brim and the pains 
gradually getting weaker, Dr. O. attempted to deliver with 
the long forceps, but the obstruction caused by the prolapsed 
bladder and vaginal wall was so great that he abandoned 
the attempt. 


He then attempted turning, but in this, for some reason 3 


or other, he also failed. He then sent for me. 
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On examination I found the entire passage filled by the 
somewhat loose prolapsed bladder, the os widely dilated and 
high up, and the head almost out of reach of the finger 
above the brim. 

I introduced a catheter downwards and backwards into 
the bladder, and drew off about one pint of turbid urine. 
This did not make the presenting part much more evident 
to the touch, as the loose folds of the empty viscus, not to 
mention the extremely relaxed state of the vaginal walls, 
interfered more than I thought it possible they could with 
the examination. The anterior lip of the os was also much 
swollen, though not hot or painful. 

With some difficulty I applied the long forceps, but could 
not by any manceuvring get the head to enter the brim 
without bringing what appeared to be the whole empty 
bladder and the elongated swollen uterine valve down before 
it. At last, by holding up these relaxed tissues with my right 
hand and using traction on the forceps with my left, I suc- 
ceeded in enticing the head into the pelvis, but further it 
would not come. 

As we had every reason to believe that the child was 
dead, we thought the safest thing for the mother was to 
lessen the head by craniotomy. 

This was done through the blades of the forceps, and 
after emptying the head, I again proceeded to use traction. 
But again I found this useless. The head could be dragged 
down well through the upper strait, but further it would not 
come, and, indeed, it always receded into its old position the 
moment traction was lessened or stopped. 

My next step was to turn. This I accomplished with 
less difficulty than might have been anticipated, seeing the 
waters had drained away many hours before. In passing 
my hand in the act of turning, I noticed that the head was 
in the second position, face looking nearly, though not quite, 
to the left sacro-iliac synchondrosis. 

Here fresh difficulties arose in dragging the after-coming 
head through the brim. It was held as in a vice, and 
though taking for itself the most favourable positions for the 
transit, it was only after inserting the. blunt hook into the 
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mouth and using considerable force, more, indeed, than could 
have been justifiable with a living child, that we succeeded 
in delivering our now exhausted patient.. The child was a 
very large one, and was marked by the forceps on the left 
forehead and right side of occiput. 

It is interesting to note that all Mrs. B.’s children have 
extremely high cone-shaped heads, from ear to ear, so that 
the largest cranial diameter must quite have filled the 
longest pelvic diameters, and I have no doubt this partly 
accounts for the head entering the brim in the second 
position ; the slightest disproportion between the head and 
pelvic passage would, of course, materially aggravate matters, 
where there was also vaginal cystocele. 

Dr. Barnes calls attention in his lectures to the importance 
of friction as a cause of delay, and it is very evident that the: 
excessive relaxation of maternal passage, apart from the 
prolapsed bladder, must have notably increased the amount 
of friction, and, unfortunately in this case, ,the friction would 
act on both arms of the lever. 

The difficulty the head had to contend with in traversing 
the pelvic canal might be likened to that .experienced 
when we attempt to push the arm through a tight sleeve 
when the lining is loose. In the high forceps operation I 
have always found more difficulty in the mere application of 
the blades in those cases where there was much loose lining, 
much relaxation of vaginal walls, than in those cases where 
the parts were in a state of partial tension. 

There is not much to add to the clinical history of this 
case. Mrs. B. made an uninterrupted recovery, with the ex- 
ception that the catheter had to be used daily for ten days, 
after which time the bladder regained its tone and its proper 
place in the pelvis. 

In a case of this kind certain questions naturally suggest 
themselves. 

Had the patient been seen earlier in labour, and before 
uterine exhaustion had set in, the relaxation and prolapsus 
would, I have no doubt, been amenable to treatment by 
simply keeping up the relaxed parts and allowing the natural 
pains to do their work. . 
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Granting an earlier visit, I still think the long forceps 
would have given the child a better chance than turning. 

After thirty hours of labour, seeing that the pains were 
gone, and the cystocele pronounced, I think I ought to have 
turned at once, though the difficulties with the after-coming 
head make this still a point most difficult to decide, and may 
perhaps justify the resort to the hateful perforator. 

As an item of experience, I hope I may be excused men- 
tioning the fact that this case, where, of course, it was im- 
peratively demanded, furnishes only the third instance in 
which, in a period of twenty-two years, I have found it 
necessary to use catheterism either before or after delivery. 

In justification of thus ignoring such a prominent obstetric 
rule, I am able to state that though I have delivered some 
thousands of women, and applied the long and short forceps 
nearly two hundred times, I have not yet met, in my own 
practice, a case of obstetric injury to the bladder. 


CASE OF SUDDEN DEATH DURING INJECTION 
CRP eso PRUs?) WITH -PERCHLORIDE 
OF TRON. : 


By G. Ernest Herman, M.B. (Lond.), 
Assistant Obstetric Physician to the London Hospital ; and 


F. GORDON Brown, M.R.C.S. (Eng.) 


Mrs. K., aged twenty-four; pregnant for the second time. 
Her previous labour and recovery had been good ; she had no 
excessive hemorrhage, and no post-partum illness. She 
had good health throughout the present pregnancy. 

Mr. Gordon Brown was sent for about 3 P.M, on 
November 2, 1879. ‘The labour was natural in every 
way, except that the pains were infrequent ; about three 
pains, at intervals of half an hour, completed the second 
stage of labour. The child was born about 6 P.M. The 
placenta came away naturally. After its expulsion the 
‘uterus, did not properly contract, and there was free 
hemorrhage, which was arrested by grasping the uterus 
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with the hand: but to maintain uterine contraction Mr. 
Brown was obliged to continually keep his hand on the 
uterus from the time of delivery of the placenta. In these 
circumstances, Mr. Brown sent for Dr. Herman, with a re- 
quest that he would bring the perchloride of iron. This 
was done, and a solution in water, of a strength, as nearly 
as could be guessed (for it was not accurately measured), of 
about one to six, was prepared. It was injected into the 
uterus with a Higginson’s syringe, to which was attached a 
long uterine tube. At the time of the injection, the 
patient, although very anzmic, was yet not, so far as could 
be judged from the pulse and aspect, in immediate danger 
of death ; but as we both had injected the iron frequently 
before, we had no fear in using it. After the first syringe- 


ful or two had been sent up the patient seemed a little — 


uneasy, and this made one of us ask if the injection caused 
her pain. She replied, “Not much;’ and the injection 
was continued. After a few more syringefuls, she gave a 
faint cry, threw up her arms, turned pale, gasped for breath; 
the pulse at the wrist could no longer be felt ; a few sighing 
inspirations followed, and then she was dead. 

Permission to make a post-mortem examination was 
refused. 
.. In the absence of a post-mortem examination it is not 
possible to infer anything with absolute certainty from the 


case. But, from the symptoms, it seemed as if death had — 


most probably happened from a thrombus becoming de- 
tached from a uterine vein, and being carried up to the 
heart. The only lesson which the case seems to teach is, 


that it is not perfectly safe to inject a large quantity of E 


solution of perchloride of iron into the recently-delivered 


uterus. The case further suggests whether, when a quantity 
of fluid is injected into the uterus, if there should, from con- — 


traction of the cervix, or any other cause, be a hindrance to 


the easy escape of the fluid thrown in, the pressure of the 4 


fluid upon the uterine walls might not lead to force clots in 


the vessels onwards into the circulation; and whether, — 


therefore, a sponge or swab is not a safer method of 
applying the remedy. 4 
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Clinical Lectures on the Diseases of Women, delivered in St. 
Bartholomew's Hospital. By J. Matthews Duncan, M.D., 
emcee. Charchill. Pp. 215, 


DR. MATTHEWS DUNCAN’S fame as an author has hitherto 
rested mainly upon the scientific and positive results which 
he has obtained by his researches in numerous branches of 
obstetrics. In the present collection of lectures on gyne- 
cology, the same qualities of mind are shown, and it is due 
rather to the nature of the subject if the conclusions arrived 
at are not quite so clear, positive, or free from doubt. Being 
composed of lectures delivered to students, the book 
naturally contains nothing very novel, but the subjects are 
grouped in an effective manner, and the style is likely to 
impress the memory ; although, as in other works of the 
same author, it is not devoid of a certain ruggedness. 
Throughout the author takes the broad view of a physician, 
and not that of specialist only ; indeed, some of the lectures, 
such as those on aching kidney, on pyonephrosis, and on 
hepatic disease, might be open to the criticism that they 
belong rather to general medicine than to the province of the 
obstetric physician. 

There is one lecture in the book on a purely obstetrical 
subject—abnormal pelvis—and this subject the author treats 
with the skill which might be anticipated. Incidentally he 
expresses.an opinion as to the frequent use of forceps, in 
what may be called ordinary labours, which is somewhat in 
contrast with the views as to the advantage of frequent and 
early interference, which-have gained ground of late amongst 
obstetric authorities, and in favour of which practitioners are 
perhaps almost too much inclined to have a strong @ priore 
inclination. He advises the student to trust to Nature as far 
as he wisely can; to be loth to take a case into his own 
comparatively ignorant and unskilful hands, and to judge 
that the success which the forceps practitioner seems to have, 
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as against leaving cases to Nature, is a fallacious appearance 
of success, if it be true that Nature is on the whole better 
than forceps. A clear account is given of the most useful 
modes of pelvimetry. The author omits, however, a mode 
of arriving at the true conjugate diameter which may some- 
times be the most exact of any, when direct internal measure- 
ment is impracticable. We mean the plan of measuring 
directly, with suitable callipers, of which one arm is 
introduced into the vagina, the thickness first of the 
sacrum and then of the pubes, with the adjoining soft parts, 
and then subtracting the sum of these from the external 
conjugate. The rule to subtract: three and a half inches 
from the external conjugate, which is here given, is 
notoriously liable to an error of nearly an inch. 

In the lecture on chronic catarrh of the cervix uteri, the 
author takes a moderate and reasonable view of the import- 
ance of this affection. Heregards it as in every respect an 
important disease, but important rather by its frequency than 
on account of its nature, in which latter respect he would 
not place it higher than in the third rank of diseases. The 
treatment recommended is a pretty active one—namely, to — 
apply a stick of zinc-alum, so as to produce a slough of 
mucous membrane as thick as a sixpence, or in the severest 
_ case to use caustic potash, or the actual cautery. Scarcely 
anything is said, however, of granular inflammation or so- | 
called erosion, extending beyond the cervical canal, and not ~ 
a word of cervical lacerations, or their relation to this con- 
dition. Nor is there a word as to pathological anatomy, 
although the granular inflammation offers to the histologist 
much more marked and striking changes than chronic inflam- 
mation either of the mucous membrane or the parenchyma of — 
the body of the uterus. 

In the lectures on perimetritis and parametritis, on kinds 
of perimetritis, and on forms of parametritis, the author gives 
a graphic account of a subject which he has made specially © 
his own. The illustrative cases are very appropriate, and © 
the sections on remote perimetritis and remote parametritis P 
are of special interest. The student, however, would be apt ~ 
to be led to expect to be able at once to classify decisively 
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every case as perimetritis or parametritis, an expectation 
which would soon be falsified in practice, and nothing is said 
to prepare him for finding numerous cases in which the 
characters of the two affections are more or less combined, The 
difficulty of diagnosis is illustrated by the very contradictory 
criteria given by those authors who sharply distinguish the 
two forms of inflammation. Thus, the physical signs given 
by the author are by no means in agreement with the 
elaborate tables of differential criteria drawn up by Dr. 
Gaillard Thomas. Dr. Matthews Duncan does not enter at 
all fully into the differential diagnosis, but the chief 
character he gives is that in parametritis no tumour is dis- 
covered bi-manually, but only a hard surface. Dr. Gaillard 
Thomas, on the contrary, gives as distinctive signs that in 
pelvic cellulitis (parametritis) a tumour, as large as a walnut, 
a goose’s egg, or an orange, may be detected in one of the 
broad ligaments, or in the tissue around the cervix, while in 
pelvic peritonitis (perimetritis) there is no distinct tumour at 
the beginning, but hardening of the whole pelvic roof. That 
an apparent tumour in the broad ligament is often formed 
in typical post-partum cellulitis can surely hardly admit of 
doubt. 

In the chapter on spasmodic dysmenorrhcea, the author 
explains, not one form alone, but all cases of dysmenorrhcea 
with the exception of inflammatory forms, by a theory 
which seems quite as devoid of proof as those which would 
refer every case to mechanical obstruction, or every case to 
congestion or inflammation. He supposes the sole source of 
trouble to be spasmodic and _ painful contraction of the 
uterus, entirely unconnected with any mechanical obstruction. 
If the pain is continuous, this is no difficulty to the author, 
for then there must be a continuous tonic contraction of the 
uterus. That the uterus*should behave itself in this manner 
without any exciting cause, either in the shape of congestion, 
inflammation, or impediment to be overcome, seems almost as 
unlikely as that symptoms should be produced by the 
so-called “irritable uterus” of Dr. Gooch, which the author 
ridicules in another place. Dr. Matthews Duncan, while he 
absolutely, and in all cases, rejects a mechanical causation for 
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dysmenorrhcea, yet accepts, for cases grave enough to call for it, 
mechanical treatment as very successful, and beyond compari- 
son with any drug in its direct utility. This treatment consists 
of dilating the cervix by graduated metallic bougies up to the @ 
size of No. 12 or No. 13 bougie. What the explanation of ~ 
this action is on the author's theory does not appear. But — 
this result of dilatation, and the similar cure of dysmenorrheea — 
which so often results from parturition, which leaves the ~ 
cervix larger than before, would certainly seem a strong 
argument for the view that the calibre of the canal has — 
something to do with the affection. 3 ; 

Among the remaining lectures those on cancer of the 
body of the uterus, on uterine hamatocele, and on par- 
ovarian dropsy are of special interest. | 
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‘OBSTETRICAL SOCIETY OF LONDOR 
Meeting, December 3rd, 1879. | 
W.S. Piayrair, M.D., President, in the Chair. 





Menstrual Decidua. 


Dr. GALABIN showed a microscopic section of a portion of men- | 
strual decidua passed on the first day of menstruation. ‘The patient 
was about thirty years old, was not sterile, and had no membranous 
dysmenorrhcea in the usual sense of the term. Her only symptom 
was occasional dysmenorrhcea. A small fragment of membrane, — 
1 inch long, was detected, and sections cut parallel to the surface, — 
which showed the uterine glands with their epithelial linings perfect. 
Although the mucous membrane seemed to have been less perfectly 
disintegrated than in the normal condition, there was less fibrillation 
in its structure than is generally seen in the mucous membrane in 
situ. The inter-glandular structure consisted solely of large and small 
round cells, with a homogeneous intercellular substance. 





Histological Characters associated with Laceration of the Cervix. — 


Dr. Garasin showed also a section of the anterior lip of the 
cervix from a patient who had deep bilateral lacerations, and early 
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epithelioma of the posterior lip. The anterior lip appeared to be 
affected by ordinary granular inflammation with the so-called 
Nabothian glands. The normal, squamous epithelium appeared to 
have been displaced for some distance outside the original position of 
the edge of the os. The diseased surface showed an alternation of 
cylindrical epithelium with a very imperfectly-formed squamous epi- 
thelium, a few cells deep, destitute of papille or horny layer, and 
having no sharp demarcation from the stroma beneath. At one 
point was a section of an epithelial mass, near the surface epithelium. 
This appeared to be an independent commencement of epithelioma. 
Beneath the surface were many distended glands, showing no sign of 
degeneration into cancer. 


Thick Gelatinous Umbilical Cord. 


Dr. CLEVELAND showed a thick gelatinous umbilical cord from a 
seven months’ foetus. Labour had been tedious. On account of 
the thickness of the cord he had taken extra precautions to tie it 
securely. Nevertheless, about ten minutes after his departure bleeding 
took place, and the nurse had to apply another ligature. The child 
had nearly died. | 


Uterus Removed by Gastrotomy. 


Dr. Hevwoop Smitu showed a uterus removed by gastrotomy from 
a patient aged fifty-one. Uterine hemorrhage had come on twelve 
months after the menopause, and the case was thought to be possibly 
one of malignant disease of the fundus uteri, which was felt to be 
much enlarged. The sound showed a roughened condition of the 
internal surface. The operation was performed on account of the 
hemorrhage and pain, the patient being dependent on her own 
exertions for her living, and unable to continue her work. The 
operation lasted one hour and forty minutes. The uterus was 
excised as low down as possible without injury to the bladder and 
vagina, and the pedicle ligatured and dropped. ‘The oviducts were 
found enormously distended, the right measuring 7} by 44 inches. 
The nght ovary was enlarged, the left shrunken and corrugated. 
The patient, who had showed some signs of chronic alcoholism, died 
from peritonitis four days after the operation. 

The stump formed by the cervix was also shown. During the four 
days which had elaped before death the tissue had bulged out, so as 
to form a convex surface. ‘The same thing had occurred when the 
fundus uteri was incised after its removal. Drawings were shown of 
the microscopic appearance of the tissue of the fundus, taken from 
sections made ‘by the pathologist to the Hospital for Women. The 
lining membrane. appeared to consist of hypertrophied gland-tissue. 
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Report on Mr. Cullingworth’s Specimen of Solid Tumours of both 
Ovaries. 


By Mr. KNOWLSLEY THORNTON and Mr. ALBAN DORAN. 


The tumours, owing to post-mortem changes, were not found in 
good condition for microscopic examination. ‘The tissue was lobu-— 
lated and tolerably firm, but not so hard as is usual in a fibroid tumour. 
In parts it resembled the ordinary fibrous stroma of the ovary. Other 
tracts, merging gradually into the former, consisted of a similar tissue, 
with the addition of an infiltration with numerous lymphoid cells. 
Throughout the tumour the variation in the character of the tissue 
was great. In parts it was made up of oat-shaped cells. Elsewhere 
open lymph-spaces were seen, with myxomatous tissue around them. ~ 
In this part the vessels had no definite walls. In other parts again 
epithelioid cells were seen singly or in groups among the stroma. It 
was a question whether these should be regarded as the commence- 
ment of carcinoma, but the authors of the Report were rather inclined 
to consider them as the relics of Graafian follicles. No actual 
Graafian follicles were anywhere seen. On the whole, the only title ~ 
which could be applied to the tumour was that of “mixed sarcoma,” © 
no special variety of sarcoma being preponderant. The cyst which 
existed in oue ovary had no epithelial lining remaining. From the 
appearance of its walls, it was regarded as probably a dilated Graafian 
follicle. 
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Report of Experiments onthe Transfusion of Blood. 
By E. A. ScHAFER, F.R.S. (Presented by the Transfusion Committee.) 


The first point towards which experiments were directed was the 
- question whether the blood of a depleted animal can with safety or — 
benefit be replaced by any other fluid than the blood of an animal of 
the same species. ‘The effect of fluids other than blood on the 
original bloed corpuscles was first tried on the warm stage of the — 
microscope. ‘The usual saline solution of the physiological labora-— 
tory, containing two ounces of salt to one gallon of water, was first 
used. This proved innocuous to the red corpuscles, but the white 
corpuscles became slightly crenate. Cow’s milk was next used. If 
perfectly fresh, it was found to have no immediate ill effect. Sour 
milk killed the white corpuscles immediately. In all cases, after the 
blood has stood for a few hours after the addition of even fresh milk, - 
the white corpuscles were found to be killed. | 

The second subdivision of this question was to determine the 
effect on the corpuscles of the blood of an animal of another species. 
Landois had already shown that the serum of the foreign blood hada 
fatal effect on the blood corpuscles. ‘The red swelled up, and the 
white became stationary and rounded—that is to say, they were 
killed. To test these results, the addition to human blood of that of 
various animals on the warm stage of the microscope was tried. 
Even by dog’s blood both red and white corpuscles were affected. 
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The blood of the ox and sheep had a more rapid action ; that of 
the rabbit and guinea-pig was least rapid in its effect. But even 
from the addition of guinea-pig’s blood, the decolorization of the human 
red corpuscles was sometimes very rapid. The fact has been noticed 
by many, although it has been too little regarded, that even the white 
corpuscles cannot live long in foreign serum. Two experiments were 
tried, of transfusing depleted animals with the blood of an animal of 
another species. Both subjects died within twenty-four hours. The 
author therefore concluded that this method was useless, and was 
liable to be most dangerous. The free hemvoglobin, after the 
breaking up of the blood corpuscles, produced hemoglobinuria, and 
a tendency to thrombosis and embolism. It might be said that the 
operation of transfusing men with animal’s blood has been performed 
without fatal effect, and has even been asserted to have proved bene- 
ficial. He thought that the latter statement was open to the strongest 
possible doubt, and probably the subjects of the operation had a 
fortunate escape. 

Even the use of saline solution or milk the author thought could 
not be beneficial in cases of hemorrhage. For fluid could be rapidly 
absorbed from the alimentary canal, and the vessels readily accom- 
modated themselves to changes of pressure. It was not the 
deficient quantity of fluid which was of consequence, but the 
dyspnoea was due to the quality of the blood—namely, its deficiency 
in red corpuscles enough to carry on oxygenation. 

A few experiments were tried on the injection of milk into the 
vessels of animals. The injection of London milk into rabbits, not 
depleted, generally killed the animals in from twenty-four to forty- 
eight hours. Bacteria were found in the blood after death. One rabbit, 
however, out of six survived. Five experiments were tried with milk 
just boiled, care being taken to avoid the entrance of germs. One 
only died out of the five rabbits. Two experiments were made with 
milk drawn directly from the teat into previously superheated vessels. 
In these no ill effect was produced. Dogs and cats were found to 
resist the effects of septic milk better than rabbits. In depleted animals, 
after the injection of milk, a very transient rise of temperature took 
place after an hour’s interval. No permanent good was produced by 
the operation. 

The conclusion drawn as to this first part of the subject was that 
the only useful fluid to use for transfusion after hemorrhage was 
the blood of an animal of the same species, or at least the same 
genus, aud that therefore human blood alone should be used for 
man. 

The second part of the subject was to determine the best method of 
operation, and, first, whether by mediate or immediate transfusion. 

In mediate transfusion, the blood was generally defibrinated ; 
otherwise there was danger of injecting a clot. But even after 
whipping and straining a further clot was apt to form. The blood 
was also liable to become contaminated by bacteria. Although the 
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effect of these might be resisted by a healthy subject, this might not 
always be the case after depletion, especially in the debilitated. — 

In immediate transfusion, the difficulties were the tendency to 
clotting, the cooling of the blood in its passage, and the chance of 
its taking up septic germs in the way. These were best overcome ~ 
by making the apparatus simple. If the principle were accepted that 
it is unnecessary to measure quantity, a great point was gained. We 
should judge when to stop by the state of the giver and receiver, 
especially the pulse of the giver, and the respiration of the receiver. 
It was thus possible to give up valves, or any large internal surface, 
in the apparatus, and thus do away with the chief cause of the 
formation of clots. 

As to the source of the blood, it was to be decided wheres it was 
to be taken from a vein or artery. ‘To the former source there were — 
the objections—(r) that the flow from a vein was slow, so that a clot 
might the more readily form; (2) that the blood was less pure; and 
(3) that a vein was more liable than an artery to inflame. Arterial 
blood was obviously the best ; it would pass without any pumping, 
and might be sent either into an artery or finto a vein. ‘The only 
objections were the generally deeper situations of arteries, and the 
dread of opening an artery. 

As to the destination of the blood, the plan of sending it into a 
vein was open to many objections. It was not in the veins that it 
was immediately wanted (although, doubtless, it rapidly passed to the 
arteries); there was also the risk of admitting air, of phlebitis, of 
pulmonary embolism, and of the too sudden distension of the right 
auricle.’ Ais’ to injecting into an artery, the only essential was that 
the blood must come from an artery. It was better to send the 
blood zowards the heart, since then it at once filled the arterial 
system, so raising the arterial pressure, and restoring the nutrition 
of the heart through the coronary arteries. There was less danger 
in the production of an embolus, or in the admission of air, 
if the injection were into an artery, since, at worst, only com- 
paratively unimportant peripheral vessels would be blocked. 

Experiments had been made to test how far the operation was 
feasible. ‘The animals were depleted first: a second bleeding 
being generally performed a few minutes after the first, the effect of 
which was often quickly recovered from. They were reduced to an 
almost lifeless condition, with gasping respiration. Cats and dogs 
were used for the most part, especially the latter. In dogs the 
crural artery was chosen, and in both giver and receiver prepared in 
the same manner. Half an inch of it was separated from the vein 
and nerve, clips placed on each end before the artery was divided, 
and a glass canula tied into each vessel. A simple tube of red 
rubber was first washed through with a solution of carbonate of 
soda, and then attached to the canule, a clip of a larger size being 
used to prevent the blood escaping from the tube before it was 
attached to the second canula. Blood was allowed to pass during: 
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an interval varying from 1 to 24 minutes. Both ends of the arteries 
were finally tied, and the pieces which had been separated from their 
connections were cut off. 

The effect of the transfusion was immense. There was a rapid 
rise of arterial pressure, which must have been due rather to the 
small arteries being stimulated to contract than to the actual amount 
of blood injected. The depleted animals were generally able to 
walk on recovering from the anzsthetic. Often, however, they 
remained weak fora day or two. From 4 to 10 ounces of blood 
were taken from them. The quantity injected was never more than 
4 or 5 ounces, and often much less. In one case, in which mea- 
surements were taken by weighing the animal before and after the 
injection, the quantity injected was 114 grams, In one instance, 
fatal secondary hemorrhage occurred, but the animal in this case 
was unhealthy. 

Thirteen animals were transfused in all, six cats and seven dogs. 
Other experiments were also made, in which the animals were killed 
afterwards. Still further experiments were made, to try to resuscitate 
animals by transfusion after respiration had ceased. The result was 
negative. Although the action of the heart was kept up for a while, 
respiration did not recommence. Probably the respiratory centre 
lost its irritability very rapidly. 

Direct transfusion from vein to vein was an easy and rapid method, 
if the arterial pressure were not too low. The use of an elastic 
pump, as in Aveling’s apparatus, could not accelerate the flow 
from a vein, and might do the contrary, since suction would only 
cause the walls of the vessel to collapse, and might suck them into 
the orifice of the tube. The use of any pump was strongly depre- 
cated by the author, since it increased the internal surface, and was 
likely to inject clots. The use of pure rubber or vulcanite was 
found to give no advantage over red rubber or glass. He recom- 
mended glass rather than metal canule, sc that any bubbles might 
be seen. 

Experiments were made with Roussel’s apparatus. Using it 
without the pump, a clot formed after a little while in the tube. 
The pump pushed out some clots, but the tube still became stopped 
after a little while, and the pump would not dilate. 

The plan of transfusing blood into an artery /owards the heart had 
been recommended by Blundell in his ‘‘ Researches,” on the ground 
that, by such a course, the circulation through the coronary arteries 
is at once renewed, and the heart thereby strengthened. 

The general conclusions drawn by the author were the following :— 
(1) Transfusion with ordinary milk is very dangerous. (2) The use 
of saline solutions or perfectly fresh milk is of no benefit in cases of 
hemorrhage. (3) Transfusion with the blood of lower animals is 
detrimental, and may even prove fatal. (4) Human blood is the 
only fluid which should be used. (5) The apparatus should have 
the least possible internal surface. (6) Its mechanism should be 
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simplified as much as possible. (7) The best apparatus is a short 
flexible tube with a glass canula at each end. ‘The transfusion 
should be either from vein to vein, or, preferably, from artery to 
artery. (8) The quantity transfused should be judged of by the 
time of flow, three to four minutes being allowed in the case of venous, 
one minute in the case of arterial transfusion. (9) If no subject can be 
procured for immediate transfusion, but drawn blood can be obtained, 
defibrinated blood may be used, the apparatus having been first washed 
with a solution of carbonate of soda. 

The following was the procedure to be followed for venous trans- 
fusions :-—The tube should not be less than 4 inch in bore, and 7 
inches long. It should first be placed in a solution of carbonate of 
soda in hot water. In the case of the receiver, a fillet should be 
tied round the arm above and below the vein, the vein should be 
exposed, a short piece of it cleared from surrounding tissue, and a 
pointed piece of white card slipped underneath it. A piece of the 
donor’s vein should then be cleared in the same way, a ligature 
passed underneath it with an aneurism needle, the vein opened with 
pointed scissors, and the canula tied into it. The delivery canula 
should then be slipped into the receiver’s vein, as soon as the blood 
begins to flow from it. Another plan was to fill the tube first with 
the solution of carbonate of soda. Both canulze might then be 
inserted before the blood was allowed to flow. After the transfusion, 
bleeding from the veins was to be stopped by pressure in the usual 
way. 

F or arterial transfusion the following was the plan tobe adopted :— 
The dorsal artery of the foot should be chosen: in this a high 
pressure might be obtained if the person stood upright. - if ‘the 
person were fat, the radial artery might be used. The tube must 
be firmly secured to the canulz on account of the considerable 
pressure of the blood. The apparatus was first to be placed in 
solution of carbonate of soda, as before. An incision, 14 inch 
long, was then to be made over the artery. A piece of artery, #inch 
long, was to be separated by an aneurism needle, and a pointed 
piece of card slipped underneath. Before the vessel was divided, 
a ligature was to be placed tightly round the lower end, and loosely 
round the upper, the upper end being secured for the time by a 
spring clip. ‘Then the canula was to be tied into the artery. Both 
receiver’s and donor’s arteries were to be prepared in precisely 
the same way. By removing the spring clip, the blood was to be 
allowed to flow for about one minute. Finally, the upper ligatures 
were to be tightened, and the separated pieces of artery, into which 
the canule had been tied, cut out and removed. . 

The PRESIDENT said that the Report was the most scientific contri- 
bution which had been yet made to the subject. It disposed 


conclusively of the method which had been tried in America of — 


injecting fluids other than blood. It had seemed to him that the 
ereat requisites in an apparatus were simplicity and portability. He 
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had himself been inclined to defibrinate the blood, and he had no 
reason to complain of the results. Satisfactory results had also been 
obtained by this method in Dublin. The author did not appear to 
have dealt with this part of the subject, although he admitted that the 
corpuscles alone were what was required. He himself had never seen 
any further coagulum form after defibrination. The great advantage of 
the method was that it could be carried out with perfect coolness and 
deliberation. The husband was frequently the only donor of blood 
who could be obtained, and, owing to his agitation, he could not be 
kept as quiet as was necessary for immediate transfusion. But in his 
next case he would try venous transfusion with Mr. Schafer’s appa- 
ratus. He thought that the necessary attention required for alter- 
nately squeezing the tube in Aveling’s apparatus was a tatal objection. 
Against the arterial method was the objection that the operation was 
a serious one to perform on a donor of blood. Many or most sub- 
jects would be unable to bear it without anesthesia. He was not 
therefore disposed to try it. 

Dr. Braxton Hicks said that the author had not noticed the 
plan of mixing a solution of phosphate of soda with the blood, to 
prevent coagulation in mediate transfusion. ‘This had been suggested 
by Dr. Pavy, and he had himself devised an apparatus for carrying it 
out. The question might arise whether the saline solution entering 
the blood increased the liquidity of that fluid and tendency to 
heemorrhage when it reached the uterus. There was a good deal to 
be said against immediate transfusion. The husbands were very apt 
to turn faint over the process. The veins of the receiver were some- 
times found absolutely empty, and therefore the vessels did not 
always take up water from the alimentary canal so rapidly as the 
author supposed. , 

Dr. CHAMPNEYs said that he had seen at Dresden some operations 
of transfusion from the carotid of a lamb into a vein of the arm in 
cases of phthisis. About a dozen operations of the kind were per- 
formed there. The results were that, after a certain quantity had 
been transfused, blushing of the chest, neck, and hands occurred. 
Then came on dyspnoea, which was sometimes intense. In these 
cases there was no previous depletion. In every case there was 
blood pigment in the urine on the next and several succeeding days. 
Nearly all the patients had urticaria. There was no fatal case, and 
some of the subjects seemed a little better after the operation, but 
the general conclusion was that no good was done. 

Dr. Theodore Williams referred to a Paper which appeared in the 
OBSTETRICAL JOURNAL (vol. ii. p. 580) containing a description by 
Dr. Redtel, a phthisical patient, who was transfused with lamb’s 
blood by Dr. Hasse, of the symptoms which he experienced. They 
were very similar to those described by Dr. Champneys. There was 
no great permanent effect one way or the other. ‘The patient lived 
for several months after. Dr. Hasse had performed this operation 
about 100 times, with no serious effect, and generally with some 
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degree of benefit. These results seemed rather in contradiction to 
the view maintained in the Report. 

Dr. AVELING said that each man was in favour of his own method 
of operating, and he was no exception to this rule. It was objected 
to his instrument that the suction might draw the wall of the vein 
into the canula. This was so only if the bulb were allowed to 
expand too rapidly. He predicted that Mr. Schafer’s method would 
never be popular. People would not like to open arteries, nor to have 
their arteries opened. ‘Transfusion must require some art, and, for 
the effectual performance of the operation, it ought to be practised 
beforehand. If possible, some donor other than the husband should 
be selected. In one of his cases the coachman was chosen, and took 
much interest in assisting the operation. He thought that there was 
great objection to Mr. Schafer’s plan of separating and tying the 
vein, and that this was both unnecessary and dangerous. The cool- 
ing of the blood in its passage was rather an advantage than other- 
Wise, since it diminished the tendency to clot. Arterial blood clotted 
more rapidly than venous, and this was a point against arterial trans- 
fusion. In venous transfusion some means of accelerating the flow, 
such as the elastic bulb, was practically found necessary. The object 
was to assist the outflow from the tube, not merely the influx into it. 
Without the pump it was impossible to tell whether any blood were 
passing. What had been called awfo-transfusion might save many 
lives. The effect of simple position, brought about by raising the 
end of the bed, did a good deal. This was increased by the appli- 
cation of hot cloths to the head and chest. A further effect might 
be produced by bandaging the legs, and putting pads on the 
abdomen. 

Dr. Cory had operated three times—twice with saline solution, 
once with blood by means of Roussel’s apparatus. The first two 
patients were too far gone for recovery. The third patient recovered. 
The urine was coloured with blood pigment for two days after the 
operation. He thought a plan which had not been mentioned might 
be useful—namely, to inject defibrinated blood into an artery. Any 
embolus could then only reach the peripheral circulation. 

Mr. SCHAFER thought that the President had given him too much 
credit. His researches were not unique, for many German autho- 
rities, and especially Landois, had been working much at the subject, 
and had facilities for experimenting which the present law did not 
allow in England. The views of some of these authorities tended 
in the same way as his own, those of others not. He had not made 
any experiments with defibrinated blood, considering that those of 
Professor Parnum were sufficient. Defibrinated blood could doubt- 
less be transfused with success ; on the other hand, numerous cases 
of death, more or less sudden, after its use, had occurred. The 
meshes of muslin were larger than the capillaries, and minute clots 
might escape them. The danger would, however, be reduced if the 


injection were made into an artery. After the transfusion of de- - 
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fibrinated blood, a febrile condition almost invariably followed, and 
the same thing happened after transfusion by means of Roussel’s 
apparatus. He believed that this was due to the entrance of bacterial 
germs. Every one intending to perform the operation ought to 
practise it on the dead body. A surgeon might be called in, if 
necessary, unless the patient were rapidly dying: but he understood 
that patients often went on in a dying condition for hours. 

The addition of a saline solution to drawn blood, as recommended 
by Dr. Hicks, would undoubtedly retard coagulation. But,,on the 
other hand, if it were strong enough to prevent coagulation, it 
materially altered both the red and white corpuscles. The cases of 
transfusion with lamb’s blood, which had been mentioned, had not 
much concern with the question of transfusion for post-partum 
hemorrhage. In depleted animals such an operation proved fatal. 
Dr. Hasse’s operations produced serious symptoms. In several of 
the cases which he had himself published, death occurred soon after. 
He imagined that few in this country would venture to try such an 
operation. 

In arterial transfusion, the blood did not immediately reach the 
aorta, but it at once increased the head of pressure, which had an 
equivalent effect. In venous transfusion, the canula must be tied 
into the vein, otherwise some blood would flow past and be lost. 
If the canula were made conical and pushed a long way into the 
vein, the walls of the vessel were injured for a long way. He would 
not lay much stress on the ill effect of cooling the blood, except when 
cold blood was sent towards the heart, as in injection of defibrinated 
blood into a vein. He had seen the elastic pump pumping clots 
through the efferent tube, and therefore could not do otherwise than 
condemn it. He considered that such a pump was useless for 
drawing fluid out of a collapsible tube, and that it could not accelerate 
the flow. The method of arterial transfusion which he had recom- 
mended was used in early experiments on animals made before the 
Royal Society. 


OBSTETRICAL SOCIETY OF EDINBURGH. 
Meeting, Wednesday, 30th Fuly, 1879. 
Dr. Witson, President, in the Chair. 





The Use of the Volsella in Gynecology. 
By ALEXANDER RUSSELL Simpson, M.D., F.R.S.E. 


A young graduate just about to enter upon practice, guided by his 
text-books on midwifery and the diseases of women, would not think 
of supplying himself with a volsella as a needful part of his equipment 
for that department of his work. He would be duly impressed with 
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the need and usefulness of specula, of sounds, of tents, of tenacula, 
forceps, &c., but if he thought of the volsella at all, he would only 
think of it as a superfluity. Thomas,* Barnes,t Emmet,t Courty,§ 
Gallard,|| Leblond,{ Schroeder,** Sinéty,t{ give no place to itamong 
‘the instruments required for gynecological exploration.{{ Yet the 
volsella has long been a familiar instrument in the hands of expe- 
rienced gynecologists. The great French surgeons of the last gene- 
ration, who occupied themselves with the diseases of women, made 
frequent use of it. Sir James Simpson§§ quotes Lisfranc to the fol- 
lowing effect :—‘‘ Let a speculum be introduced so as to embrace 
the cervix uteri, and thus prevent the uterus falling by its own weight, 
then bid the patient bear down as if at stool, and you will perceive 
that, as the instrument descends, the uterus follows it to the extent 
of an inch or so from the orifice of the vagina—an immense advan- 
tage when the surgeon wishes to bring down the uterus to near the 
vulva. In cases requiring operation about the cervix, all that the 
surgeon has to do is to lay hold of the os uteri with a hook and 
draw it gently down until it comes fairly within sight; this may be 
effected without difficulty, and without much inconvenience to the 
patient.” 

Dupuytren,||| in describing the removal of a fibroid, speaks no 
less distinctly as to the descent of the uterus when traction is 
made on the tumour—‘‘ The substance of the tumour is caught in 
the bite of a volsella. Moderate traction is employed, and the 
patient also requested to strain down as if in labour. She does 
this readily, so that the tumour soon appears close to the ex- 
ternal orifice. It is now grasped with a second pair of forceps, 
and gentle traction, aided by the patient’s efforts, brings it to the 
vulvar orifice, which it soon passes, and the cervix uteri itself is 
exposed.” 

In his “ Memoir on the Uterine Sound,” Sir James Simpson 4 
points out that the uterus “may be drawn down by instruments till 
the cervix reaches the external parts themselves, or even protrudes 








* “Diseases of Women,” 1875. + Ibid, 1878. 
t ‘* Principles and Practice of Gynecology,” 1879. 
§ “*Traité pratique des maladies de l’uterus,” 1866. 
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tt Since this was written, the section in Pitha and Billroth’s ‘* Handbuch der 
Allgemeinen und speciallen Chirurgie” on ‘Die Untersuchung der Weiblichen 
Genitalien,” by Chrobak, has appeared. It gives a fair account of the explora- 
tory uses of the volsella, p. 5. : 
§§ ‘‘ Selected Obstetrical and Gynecological Works,” A. & C. Black, 1871, vol. 
i, Footnote, p. 621. 
||||_‘‘ Legons orales de clinique chirurgicale,” tome troisiéme, p. 227. 
§|4] “ Selected Obst. Works,” p. 621. See also ‘‘ Clinical Lectures on Diseases 
of Women,” p. 170. 
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beyond them—a circumstance which facilitates immensely the opera- 
tion of the excision of this part of the organ.” 

_ Goodell* has given a brief but very suggestive account of the use 
of the volsella, which I quote in full. He says, “ One word here on 
the subject of the volsella. Since it maintains its hold better than 
the tenaculum, it is to me one of the most precious instruments in 
my bag, amounting in value almost toa third hand. Apart from 
using it as above described in re-dressing or straightening out any 
kind of version or flexion of the womb, it subserves other useful pur- 
poses. By hooking down the cervix and holding it steady, it 
materially aids in the introduction of sponge-tents. For the same 
reason, upon the removal of the tent it renders the exploration of 
the uterine cavity with the finger very much easier than by the usual 
plan of forcing the womb down on the examining finger by supra- 
pubic pressure, a procedure always painful, and in a fat woman very 
difficult of execution. By thus lowering and fixing the womb, it 
facilitates very materially the removal of intra-uterine polypi, or the 
scraping away of benign or malignant growths from the cervix or the 
fundus. In such cases I usually apply it without the aid of the 
speculum, and generally seize hold of the anterior lip. In re-dressing 
versions, a mechanical advantage is gained by seizing hold of that 
lip of the cervix whose name does not correspond with that of the 
version. But in flexions, as one object of the traction is to stretch 
out the flexed side the most, that lip should be seized whose name 
corresponds with that of the flexion. ‘This advice is theoretically 
correct ; but it may not always be practicable.” 

Battey, in an Article on the “Extirpation of the Functionally 
Active Ovaries,” + says, ‘‘’The cervix is seized with a stout volsella, 
the uterus drawn down under the pubic arch, and the vaginal mein- 
brane and cellular tissue incised with scissors, say one and a half inch 
in the median line of the posterior cz/-de-sac, beginning immediately 
behind the uterus.” 

Neeggerath, in his very original Article { on “ The Vesico-vaginal 
and Vesico-rectal Touch,” says, ‘‘If we attempt to explore the upper 
section of the uterus, it must be pulled down by means of a double 
hook, the points of which are turned outwards, introduced into the 
cervical canal, and it is perfectly safe to dislocate the uterus down- 
wards about an inch anda half. When this is done, with one finger 
in the bladder and one in the rectum, we are enabled to thoroughly 
explore the whole of the uterus, from the fundus down to the external 
orifice.” 

The most satisfactory account of the use of the volsella we find 


* «¢ Some Practical Hints for the Treatment and Prevention of the Diseases of 
Women.” Reprinted from the Medical and Surgical Reporter for January and 
February, 1874. 

+ ‘* American Gynecological Transactions,” i. 115. 

+ ‘* American Journal of Obstetrics,” vill. 135. 
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in the writings of Hegar—first, in his Operative Gynecology,* and 
again still more fully in his clinical lectures on Gynecological 
Diagnosis.t In that lecture he begins his reference to the use of the 
volsella by saying, ‘‘For some years we have made use of a very 
sure, and at the same time innocent, method, which consists in © 
applying a volsella to the vaginal portion to fix the uterus, to draw 
it somewhat downwards, and, where necessary, to make lateral move- 
ments with it.” 

In a communication which I read to this Society on “ The Com- 
plete Evacuation of the Uterus,’t I showed how the use of the 
volsella facilitated the access of the finger to the interior of the 
uterus. 

In all these quotations, however, with the exception of those of 
Goodell and Hegar, it will be observed that the mention of the 
volsella comes in almost incidentally, or with reference to some 
special exploration or operation; and as I become more 
impressed with the importance of the aid it furnishes us in various 
directions, I am anxious to press its value upon the Fellows of this 
Society, and to claim for ita permanent place in every text-book on 
gynecology, and in every gynecologist’s armamentarium. 


THE INSTRUMENT. 


Let me say at once that there need be nothing peculiar in the 
construction of the instrument. Volselle of different sizes are very 
useful, and sometimes it is absolutely necessary to have them large 
and long for the seizure and down-dragging of big intra-uterine 
fibroids. In such cases I find a pair of toothed forceps very helpful, 
which Sir James Simpson had constructed, with separable blades, 
locking like a pair of Smeilie’s midwifery forceps, and capable of 
being fixed together after they were locked with a screw-pin, serving 
as a joint. But the instrument for daily use in the common run of 
cases is a simple small-curved volsella, each stem-ending in three 
short teeth. Sometimes single-pronged or two-pronged volsellz 
with longer teeth may be employed; but I get the greatest amount 
of service from the small three-teethed variety, which it is better to 
have made with a catch on the handles like those on Pean’s artery 
forceps. 


MopE oF EMPLOYMENT. 


We know the cervix uteri is richly enough supplied with sensory — 
nervous filaments. For the most part, however, they run to the © 
sympathetic ganglia, and but few, if any, have direct communication 





* “ Die Operative Gynaekologie von Hegar und Kaltenbach,” p. 49. © Erlan- — 
gen, 1874. 


t+ ** Zur gynakologischen Diagnostik. Die Combinirte Untersuchung.” Volk- 


mann’s Sammlung, No. 105. _ 
t ‘‘Transactions of Edinburgh Obstetrical Society,” vol. iv., p. 221. Zdinm- — 
burgh Medical Fournal, xxi., 965, May, 1876. 





Obstetrical Society of Edinburgh. 651 


with the cerebro-spinal system. A prick or a crush of the lips is, 
therefore, even when perceived by the individual, not a cause of 
acute or lengthened suffering. The cervix uteri is not only very 
much less sensitive than the labia pudenda, it is even far less sensi- 
tive than the walls of the vagina in the immediate vicinity. I find 
that when it is touched with ice the patient does not experience the 
sense of cold; and the touch of a cautery on the surface does not 
cause her pain. Hence, we feel free to use the volsella without 
fear of adding in any marked degree to a patient’s distress. 

When either the anterior or the posterior or both of the lips have 
been laid hold of, first, the cervix, and with it the whole uterus, can 
be pulled forwards or backwards, to the right or to the left, but, above 
all, it can be dragged downwareds. The amount of force required to 
do this on the living subject is exceedingly slight, as I find, on 
observation of a series of cases, that a force of from 3 to 7 Ibs. is 
sufficient to bring the os uteri to the ostium vaginz, without any dlis- 
comfort to the woman. 

I had a favourable opportunity recently of studying the mode of 
descent of the uterus in the grasp of a volsella in a case where the 
urethra had been dilated for vesical explorations, where the finger 
introduced into the bladder could follow down accurately the move- 
ments of the uterus and anterior wall of the vagina. As it descends, 
the cervix brings with it the posterior angle of what Dr. Hart* 
describes as the pubic triangle or anterior segment of the pelvic 
floor; that is to say, the anterior wall of the vagina, the bladder, 
and uterus are brought down ez masse. ‘The posterior wall of the 
vagina becomes inverted from above downwards more gradually, 
being separated from its loose contact with the anterior wall of the 
rectum, the canal of which remains unaffected. In general the organ 
must descend so far as to bring the os clear through the vulva before 
the utero-sacral ligaments are put upon the stretch. It is when these 
become quite tense that the patient has any sensation of special 
discomfort. We need not stop to point out that the uterus in this 
temporary position does not present the usual relations of the pro- 
lapsed one. 

In employing the volsella it is obvious that it will usually be a 
comfort, and sometimes a necessity, to have a nurse or assistant at 
hand to keep it, or some of the other instruments, or parts of the 
patient, in proper position. But this aid can often enough be dis- 
pensed with by the operator tying a tape or string round the handles 
of the instrument, and giving it to the patient herself to hold, or 
fixing it on a part of his own dress. 

| SPECIAL USEs. 


I. ExPLoRATORY.-—Let me ask attention, to begin with, to the 
services it will render us in the exploration of various conditions of 


the pelvic organs. 





* Edinburgh Medical fournal, April, 1879. 
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1. Zo bring Parts within Range of Viston—lIn the great run of 
cases, two fingers introduced into the vaginal canal can be used to 
pull back the perineum, and then a finger, or sound, or pair of dress- 
ing forceps, or special depressor, pressing forward the anterior wall of 
the vagina, brings the cérvix into view. Instead of the finger, sound, — 
or other instrument, let the practitioner use such a volsella as I have | 
indicated, and he will find it easy to lay hold of the anterior lip of 
the uterus, so as to bring os, cervix, and, when necessary vaginal roof, 
within full range of vision. 

2. To bring Parts within Reach of Touch.—When the uterus is 
thus drawn upon, it is obvious that the finger will have more easy 
access to.the higher parts of the uterus, whether it be passed first — 
through the cervix into the interior of the uterus, or whether it seeks 
to determine the condition of it and its adnexa externally, and its 
relations through the vaginal canal, through the rectum, or in rarer 
cases through the bladder, or through two or more of these simulta- 
neously. We thus get a better impression, a, of the size of the 
uterus, whether that be normal, lessened, or increased ; 8, of its posi- 
tion, when it is the subject of version or flexion in one or another 
direction ; c, of its relation to pelvic tumours, whether it be attached 
to them or independent in its mobility ; @, of the size, situation, and 
circumstances of the ovaries and other parts around the uterus. Ido 
not need to state that the use of the volsella which I am describing 
does not exclude the employment of other instruments for explora- 
tion, and in some cases, after laying hold of the uterus with it, or 
before doing so, it will be convenient to make use of the speculum, 
or more rarely of the sound. 

II. OprRative.—Without entering into details of the various 
_ operations, I may point out some in which it is either absolutely - 
necessary or extremely useful to bring down the uterus, or simply to 
fix it with a volsella. 

1. Operations on Interior of Uterus.—It will be found very help- | 
ful, 1st, in Zntroducing stem-pessaries, tents, medicated arrows, or — 
the sound, armed with cotton wadding, and charged with various 
medicaments; 2d, In the Removal of foreign bodies, or of 
neoplasms and fragments of ova, from the cavity of the uterus, 
whether with the finger or by means of a curette or other instru- 
ment. 

2. For Application of Elastic or Esmarch Ring.—To carry out the 
various operations on the vaginal portion of the cervix bloodlessly, an 
indiarubber umbrella ring may be carried up to the level of the isth- 
mus uteri by passing it over a volsella that has grasped the whole 
thickness of the cervix in its embrace, or over two volsellz, one applied 
to the anterior, the other to the posterior lip. ‘ 

3. Operations on the Vaginal Portion of the Cervix.—In the many 
cases where recourse must be had to operative interference with the 
os and cervix uteri the use of the volsella is simply indispensable. 
Such are, ist, Division of the cervix; 2nd, Amputation of its intra- 
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vaginal portion ; 3rd, Emmet’s operation for the repair of lacerations 
of the cervix ; 4th, Removal of polypi, &c. 

4. Operations for Rectifying Displaced Uteri.—In restorin g the 
uterus to its proper position in cases of flexion, version, and inversion, 
the volsella facilitates immensely the reposition. 

5. Operations on the Vagina.—In attempting the closure of fistula 
high up in the vaginal cavity, or the removal of neoplasms in that 
situation, the manipulations can in many cases only be satisfactorily 
carried out when the uterus has been pulled downwards and back- 
wards with the volsella. 

6. Lnutra-Peritoneal Operations.—In cases where we seek access to 
the peritoneal cavity through the vaginal roof, as for the removal of 
the ovaries, extra-uterine ova, &c., the volsella, grasping the cervix, 
pulls it forwards and downwards, and makes tense the structures that 
require to be divided. 


CONTRA-INDICATIONS TO USE. 


I have said that in advocating the more frequent use of the volsella 
I do not wish it to be understood that it should supplant the use of 
the speculum, sound, and other instruments with which the profession 
has long been more familiar. I would now add that, as in the em- 
ployment of these instruments, so in the employment of this, it must 
always be borne in mind, that notwithstanding the great assistance 
which we obtain from it, there are conditions, physiological and 
pathological, which forbid its application. 

I. PHysIoLoGIcaL.—As a general rule, which has but rare excep- 
tions, the use of the volsella must be abstained from in the two 
physiological conditions: 1, of Menstruation; 2, of Pregnancy. 
Even in cases where morbid conditions of menstruation or pregnancy 
call for active interference, the wise practitioner will use the volsella 
as he would practise the simplest touch in a menstruating or pregnant 
female, with more than the usual care and delicacy. 

II. PATHOLOGICAL.—1. JVeoplasms rendering the tissues of the 
cervix particularly friable or heemorrhagic prevent the laying hold of 
it with the volsella. But the great pathological contra-indication to 
its use is found in—2. The /nflammatory changes, not only acute, as 
of any of the pelvic organs, but even chronic, as especially in the 
cellular tissues. Happily the cases where the volsella would be most 
likely to cause pain and trouble are also most likely to be diagnosed 
and treated without its aid, so that we have in them no great induce- 
ment to have recourse to its employment. 

Dr. Macponatp had listened with pleasure to Dr. Simpson’s 
Paper, and corroborated all he had said regarding the use of the 
volsella. He thought it strange that this instrument should be 
omitted in books, and Sims’s hook so frequently mentioned, which 
was a much less useful instrument. He was regularly in the habit 
of using the volsella very much in preference to the latter. In 
Emmet’s operation he found it of great use, and much better than 
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any number of Sims’s hooks. He appreciated the importance of this 
subject, and considered that Dr. Simpson had done good service, 
especially in drawing the attention of the younger gynecologists to — 
its advantages. Much suffering to woman-kind couid be easily pre- 
vented if only general practitioners had the courage to perform the — 
appropriate operations. These as a rule were not difficult to per- — 
form, and the present Paper laid clearly before the profession a sub- 
stantial aid in all manipulations on the cervix uteri. In introducing 
sponge and tangle-tents, it was very useful in straightening the cer- 
vix, and bringing the os uteri into view, and thus greatly facilitating 
the operation. He now thought that the volsella should be used in © 
all such cases. i 

Dr. Croom did not quite agree with Dr. Simpson as to the use of 
volsellee being quite painless. It was remarkable how easily the 
cervix was pulled down to the ostium vagine. Use of the volsella — 
is great in pulling down the uterus when we put two fingers in the — 
rectum. He also reminded the Society how we might examine by | 
introducing after dilatation a finger into the bladder. ; = 

Professor Srtmpson stated that, from Dr. Macdonald’s description _ 
of the tenaculum used by him, it was not exactly the pattern of — 
Sims’s instrument, which had a very slight curve—in fact, a bend 
quite at right angles to the stem, and with a very small curve at the 
tip. He had tried to indicate the main conditions in which the — 
volsella was useful, although, perhaps, the list was not exhaustive. — 
He had not wished to make the Paper tco long, otherwise he might 
have detailed many special cases illustrative of the operative uses — 
and methods of exploration with the volsella. He was more anxious — 
to bring the matter before the Society on account of its being over- — 
looked in many works on gynecology. As to the pain, he did not ~ 
mean to imply that its use was painless. He thought the pain in © 
general was only on the first grasp of the instrument; afterwards the © 
pain was so slight that the patient might be induced by a string ~ 
attached to the volsella to pull down the uterus while we were apply- | 
ing medicaments to it. 

Dr. UNDERHILL communicated note on adherent prepuce as a ~ 
common cause of phimosis in young children. I have recently had— 
an opportunity of observing several cases of this disease in young — 
boys from one and a half years up to ten, and in all of them the con- 
ditions, both as to symptoms and treatment, were the same. They 
were brought to me by their mothers, who complained that they cried 
at the time of making water, that they had made it too often, and that 
they seemed to have some discomfort about the penis, as shown by 
pulling at it occasionally. On examination the orifice of the prepuce 
appeared very small, and it was not possible to retract it more than 
just enough to expose the orifice of the urethra, sometimes not so 
much. In some of them the extremity of the prepuce appeared 
large enough, but retraction was prevented by an apparently con- 
stricted portion lower down, and just external to the glans. Now, im 
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the five cases of this kind which I have seen at the Sick Children’s 
Hospital and elsewhere within the last twelve months, the disorder 
was due entirely to adhesion of the prepuce to the surface of the glans. 
On attempting to retract the prepuce, the cases looked at first like 
organic phimosis, requiring the knife before retraction could be 
accomplished, but on passing a well-oiled probe between the prepuce 
and the glans a close adhesion between them was found to exist. 
This adhesion was readily separated by the probe, though it took 
some time to do, and I thought it wise to give a few whiffs of chloro- 
form lest the child should be injured while struggling and kicking. 
When the prepuce is entirely retracted, there were found lumps of 
white wax-like secretion lying in the sulcus behind the glans, and 
some of the same secretion in smaller nodules was sticking to the 
surface of the glans. A daily retraction and the use of a little oil 
completes the cure. I draw attention to this very common cause of 
phimosis because it is very apt to be overlooked, and because some 
of the cases I have seen would undoubtedly have been set down to 
a contracted orifice had they occurred to me before I became aware 
of the frequency of adherent prepuce. In all cases of phimosis in 
children this condition should be looked for before any operation 
for circumcision is performed. In one case which I operated on 
myself two years ago the prepuce was closely adherent. Had I been 
aware of the significance of this fact at that time I might have saved 
the child much suffering and myself much annoyance. 

Professor Simpson thought the communication interesting. Al- 
though he had not seen many cases of this kind, he was struck with 
its analogy to adhesion of the labia in girls. 

Dr. CRoom mentioned that Dr. Watson had drawn his attention 
to this fact some years ago. He thought it might be better to per- 
form circumcision in these cases. 

Dr. MAacDONALD said he would be anxious to know whether this 
mode of treating these adhesions would effect a permanent cure, or 
whether there would not be a return to the phimosis. Ifthe method 
proposed proved permanent, it would indeed be much preferable to 
circumcision, which, in a child of tender years, was always an opera- 
tion of considerable seriousness. He understood, also, that though 
the adhesions were at times real, they more frequently were 
apparent, being due to the action of those inspissated sebaceous 
masses which Dr. Underhill had so well describedin the Paper. If 
there was any chance of the phimosis returning, he agreed with Dr. 
Croom as to the need of the operation of circumcision, as it would 
tend to do away with liability to epithelioma of penis in old age, 
which surgeons regarded as largely the result of phimosis. 

Professor SIMPSON would rather in these cases prefer the operation 
he had seen performed by Dr. La Pierre, of Berlin, of simply split- 
ting up the prepuce to that of cutting off a portion. 
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OBSTETRICAL SOCTETY Oi yes. 
Meeting, Saturday, May 3, 1879. 
E. B. Srnciair, M.D., President, in the Chair. 


A Case of Transfusion. 
By Dr. KIpD. 


Dr. Krpp read the following case, in which transfusion had been 
successfully performed, and said he was indebted for the notes to one 
of the students at the Coombe Hospital, Mr. Hickman, who had been’ 
in charge of the case :—— 

‘Mary Cox, aged twenty-nine years, a strong, healthy woman ; has 
had five children. Herfour previous confinements were perfectly natural, 
nor was there ever any fost-partum hemorrhage. During last winter 
she suffered from bronchitis, and in November was threatened with 
an abortion with severe hsemorrhage, and for three weeks previous to 
her confinement was deprived of any rest through having to nurse a 
sick child. Did not expect her confinement until the middle of May. ~ 
Labour commenced on the r1th of April, a little before 4 a.m., and — 
when I arrived, at 5.30, I found the os dilated. At 5.55 the mem- 
branes ruptured, and at 6.10 the child was born. The uterus con- — 
tracted normally under my hand until about 6.30, when it began to” 
relax, and immediately afterwards the blood came with a gush, which ~ 
flooded the bed. I at once applied cold water, and lowered her* 
head, and on feeling for the uterus, could not distinguish its contour. | 
The bleeding then ceased, and slight intermittent contractions re-— 
turned. She became faint, her face extremely pale, lips blanched, © 
and pulse scarcely perceptible at wrist. I administered stimulants 
to prevent syncope, and Mr. Connellan then found an hour-glass _ 
contraction. Dr. Mason, on arriving, ordered beef-tea and spirit, 
and gave two hypodermic injections of sulphuric ether, Ji. in each, 
into gluteal region, and applied hot-water jars to feet, back, and ab- 
domen. Dr. Kidd came about 8.30, when he expelled the placenta 
by external pressure, and at once determined to perform transfusion, 
the instrument being the one designed by Dr. M‘Donnell. About” 
twelve ounces of blood, which was taken from her husband, was in- 
jected into right arm. This soon had a marked effect, bringing back 
the pulse to the wrist, a nutrient enema of beef-tea and a hypodermic 
injection of sulphuric. ether being given immediately after. During 
the day Mr. Connellan continued this treatment, and at night all the 
hot-water jars were removed except the one at her feet. 

“ April 12th.—Slept well during night; was perfectly conscious. 
Several enemata were administered during day. Pulse 1o2. . 

“ 13th.—Slept well. Dr. Mason and Mr. Connellan syringed o1 it 
uterus with Condy’s fluid and water; got a purgative enema ; milk 
withdrawn from breasts. Diet, beef-tea and milk. | 
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“ath, r5th, 16th.—Progress satisfactory ; pulse and temperature 
remaining the same. 

“17th.—Had slight rigors during night. Mr. Connellan syringed 
out uterus with Condy’s fluid and water, and gave enema. Great 
thirst; pulse 100; temperatere 103°. 

“18th.—Slept badly ; complained of neuralgia; thirst and rigors 
gone ; appetite good; pulse roo, temperature 100°. 

“‘r9th.—Pulse 96 ; temperature normal.” 

Those were the notes that Mr. Hickman gave him. When he 
(Dr. Kidd) saw the woman she was unconscious, quite pulseless, her 
surface was cold, and she was vomiting, tossing her arms about and 
calling for air. Fortunately Dr. Mason, who first saw her, sent a 
message to him to bring the transfusion apparatus, and he believed 
that his doing so was the means of saving the woman’s life, for if he 
had not done so, the delay that would probably have resulted would 
have eccasioned her death. ‘There was some little delay in obtaining 
the blood. Her husband was a nervous sort uf man, and twice had 
the bandage taken off his arm, but the third time consented to be 
bled. He obtained from him about 12 ozs. of blood, which, after it 
had been defibrinated, was injected into the woman’s arm. Whena 
small quantity was injected, they thought the woman was gone. She 
heaved deep breaths, her eyes glistened, and it was evident that there 
was some difficulty in her respiration. On stopping the current fora 
moment those symptoms disappeared, and they then proceeded with 
the injection. As first there was no very apparent effect. Mr. Hick- 
man in his note said that her pulse returned, but it was so feeble 
that it was doubtful whether it had or not. At the wrist they cer- 
tainly could not feel it, but at the temporal artery they thought they 
did. Gradually, however, the heat of the body returned, and when 
he (Dr. Kidd) saw her in two hours afterwards she had a good pulse 
at the wrist, and a reaction had evidently set in. The operation was 
performed on Good Friday morning. When he visited her on Easter 
Sunday and spoke to her about the operation, she was quite unaware 
that anything had been done. ‘This was the sixth time that he had 
performed the operation of transfusion. At the first which he per- 
iormed he believed Dr. Denham was present; it was upon a lady 
residing in Leinster Road, a patient of Dr. Evory Kennedy, who was 
out of town, and in his absence he (Dr. Kidd) was sent for. It was 
a case of accidental hemorrhage and premature labour. He found 
her in a state of extreme prostration—so great that he asked for 
assistance, and had the advantage of Dr. Denham’s help ; and having 
emptied the uterus, they determined to perform transfusion. While 
he was engaged in bleeding her husband, Dr. Denham said it was 
useless to proceed. To gain time he (Dr. Kidd) at once injected 
some warm water and salt, but it was too late—the patient expired 
while it was being done. His next operation was upon a patient of 
Dr. Churchill’s, who lived in Camden Street. When he arrived with 
the apparatus, Dr. Churchill said he feared the case was hopeless. 
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He (Dr. Kidd) injected ten or twelve ounces of blood, but the 
operation failed. He believed the reason of the failure to have been 
that the operation was delayed too long—in fact, they did not see 
the patient until all chance of recovery was gone. It was mentioned 
in the note of the present case that six days after the operation the 
woman had a slight rigor during the night, and her pulse rose to Ior | 
and her temperature to 103°. That caused a good deal of uneasiness 
at first, and Mr. Connellan, the resident pupil of the hospital, at once 
washed out the uterus—though this had been previously done with 
Condy’s fluid—thinking that there was some decomposing clot in it 
which was giving rise to septicemia. It turned out, however, that the — 
rigor had been caused by earache, the result of her head being close 
to an open window during the hemorrhage. No ill results afterwards 
followed from the operation, and the woman was now up and attend- 
ing to her household affairs. His impression was that the operation 
was quite devoid of danger, and that it was one which they should 
not hesitate to perform, even though they might think that the patient 
might possibly recover without it ; and he also thought that it would 
be much better to perform it toc soon than to put it off until it was 
too late. 

Dr. RoBpERT M‘DoNnNELL said he had not been present at the com- 
mencement of the communication, but he knew the particulars of the 
case, and that the woman was in a fair way of convalescence in a week 
after the operation was performed. He was extremely happy that 
another case had been added to the list of transfusions performed in 
this city with defibrinated blood. It was of great consequence that 
- this case should be recorded, for, as he had stated at former meetings, 
a great deal of harm had been done as regarded the operation by 
_ observations occurring in an Article in Zhe Clinical Lecturer, in which 
the most terrible consequences were detailed as likely to follow from 
the use of defibrinated blood. They were told of bloody urine, of 
ecchymosis, of persons sinking with symptoms of hemorrhagic small- 
pox, and of other hideous consequences resulting from the use of 


defibrinated blood. ‘The best answer to this was given by cases in q 


which none of those dreadful consegences followed. In not one of — 
the cases in which he had operated, and which proved successful, did _ 
any such result follow, nor, as they had seen, had they followed in 
the cases just now related by Dr. Kidd. When the patients died it 
was from the fatal hemorrhage ; when they recovered it was com- ~ 
plete. They might, therefore, conclude that the operation was a safe ~ 
one, and that if it succeeded at all it would do so without any of those — 


ill consequences which had been attributed to the operation and to ~ 
the use of defibrinated blood. He should have liked to make a few | 
observations on a case in which he used milk for the purpose of in-  ~ 


travenous injection, but as Dr. Meldon, who was present at the — 
operation, intended to make a brief report upon it, he would merely ~ 
allude to the case in the briefest way now. No doubt it would occur — 
to some that milk might be used in some cases of fost-partum — 





Obstetrical Society of Dubiin. 659 


hemorrhage, but he ventured to doubt that it would ever supply the 
place of blood, for two reasons. In the first place, the milk should 
be fresh from the cow. Now, it would not be at all easy to get such 
milk on emergencies, especially in the houses of poor persons or in 
hospitals, whereas it would be comparatively easy to get fresh 
defibrinated blood. The freshness of the milk wasa sine gud non; the 
use of stale milk would, as they knew from experimental physiology, 
be exceedingly dangerous, and in the case of dogs the injection 
of it had proved fatal. There was another very grave reason 
why he did not think milk would answer nearly as well as de- 
fibrinated blood. Jn all the reported cases that he had seen of 
the intravenous injection of milk there had occurred subsequent 
periods of from half an hour to an hour or two hours’ duration of 
considerable depression and great labour of respiration. That was 
no doubt the time when the milk was passing through the lungs, and 
the lungs were more or less blocked up by the milk globules. It was 
no doubt a period of struggling for existence, in which a patient who 
had been greatly depressed by profuse postpartum heemorrhage 
would sink. It was exactly the time when there was need of giving 
a fillip which would be something in the way of nutriment, and would 
revive the patient and enable her to tide over a condition of things 
in which she would otherwise be very apt to succumb. In every 
one of the cases of milk transfusion that he had read this great labour 
of breathing had been observed; but, on the other hand, when there 
was a failure of strength and they desired to give nutriment, one of 
the most closely similar things to chyle that they could select was 
milk, which contained a quantity of nutritive material that could be 
turned to account a little later on; but in a case of fost-partum 
hemorrhage, and where they were not able to get blood, he thought 
that a saline solution was the next best thing to inject, because it 
should be recollected that the vessels were then in a state of com- 
parative emptiness, and one of the principal objects was to give the 
heart, which was still rapidly contracting and expanding, something 
to grasp—to supply it, in short, with a mechanical poznt dappui. In 
cases of cholera, as well as of post-partum heemorrhage, the revival 
resulting from the injection of saline solutions had been found to be 
very considerable. Blood had, no doubt, the advantage of not only 
giving the heart something to act on, but of also supplying the red 
corpuscles which supplied the required stimulant in the greater 
number of cases. Dr. Roussel, who had devised an exceedingly in- 
genious but complicated apparatus for direct transfusion, disparaged 
the use of defibrinated blood in his work. But his objection was 
unfounded. They knew that the red corpusles of defibrinated blood 
did not undergo any considerable change, and they also knew 
what was not less important—namely, that the white corpuscles not 
only continued to live, but they could see them with the microscope 
moving about in a saline solution. ‘Therefore, the mere removal of 
the fibrin did not deprive the blood of the active influence of the red 
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corpuscles, or of the animating influence of the white corpuscles. 
Therefore, it was not correct to say that blood deprived of its fibrin 
was nevertheless incapable of performing the important functions 
which all physiologists attributed to it in cases of the kind. 

Dr. Henry Kennepy said that when the last epidemic of cholera 
occurred in London a considerable number of cases were treated by 
transfusion of saline ingredients. The quantity of fluid used in those 
cases struck him as very remarkable ; and some of the persons re- 
covered after they were absolutely pulseless, blue, and voiceless. 
The quantity of saline fluid injected was in some instances so much 
as eighty ounces. Such a quantity of defibrinated blood could not 
be obtained in the case of females suffering from loss of blood, yet he 
did not see why cases of the kind might not occur in which such a 
quantity of blood might be requisite. Therefore the time was pro- 
bably approaching when some other fluid besides blood would have 
to be used in such cases. He agreed with Dr: M‘Donnell that milk 
was not a fluid which could be used with safety under such circum- 
stances. The difference between even the purest and freshest milk 
and chyle was too great. He saw a dog bled from the jugular vein 
to such an extent that the animal lay apparently dead ; a quantity of 
tepid water was then injected into its veins, and, to the utter astonish- 
ment of all who witnessed the operation, the dog got up and staggered 
about, although it died after some hours. This showed the effect of 
merely supplying the heart with something to act on independent of 
mere nutriment. 

Dr. More MappeN thought the case Dr. Kidd had brought forward 
encouraged them to practise this most useful operation ; at the same 
time he did not believe that the modes of performing it had as yet 
arrived at perfection. In order to be used generally it should be 
practicable. It might be theoretically and physiologically perfect 
and yet be wanting in the great merit of being easily performed in 
emergencies. It was generally required when a woman was at the 
last gasp from flooding ; and he feared it would be impracticable in 
remote districts, where the aid of gentlemen so skilled in the per- 
formance of it as Dr. Robert M‘Donnell could not be had. It 
would therefore, he believed, tend to discredit the operation if they 
made the performance of it dependent upon exceptional surgical 
skill, exceptionally efficient assistants, and complicated apparatus. 
For his own part, if he were obliged to resort to transfusion, under 
circumstances where exceptional skill was not to be had, he would 
rather trust to a saline infusion than’ attempt to obtain and use blood. 
He therefore thought that perfection in the operation of transfusion 
was as yet 27 futuro. 

Dr. Macan said Dr. Kidd had stated that the quantity of blood he 
used was twelve ounces; but much less quantities had been found to 
produce most magical results. The saline injection produced merely 
mechanical effects ; and so far as the mechanical effect of six ounces 
of blood went, it was as nothing to make up for a loss of forty ounces. 
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The stimulating quality of blood was in fact one thing, its mechanical 
effect dependent on the quantity injected was another. According 
to his reading of the cases reported, the most successful of them had 
been cases in which from four to eight ounces of blood had been 
injected to replace much larger quantities of blood lost. According to 
Volkmann, the Germans employed transfusion to produce contrac- 
tion of the uterus, and they certainly preferred blood which had not 
been defibrinated. ‘The difficulties and dangers of the operation 
seemed entirely wiped out if they used defibrinated blood. With the 
exception of the danger of the entry of air into the veins, the main 
danger was the coagulation of the blood between the time of its 
leaving one vein and entering the other. But if they used defibri- 
nated blood the danger of coagulation was done away with. In spite 
of Dr. Kidd’s case he was not an entire believer in transfusion, but 
in a great many instances it would give the necessary stimulus that 
the heart wanted. 

_ Dr. GEorGE JOHNSTON said he witnesssd one case of transfusion 
in which not two ounces of blood had been injected before the pulse 
began to be felt, and after the injection of from six to eight ounces, 
the patient recovered without any bad symptom whatever. 

Dr. M‘CuinTock said a great advantage to science would result 
from the reporting of cases of this operation. Dr. Kidd’s case was 
a very instructive one in his mind, and showed that this operation 
was capable of saving life under circumstances when life seemed to 
be almost gone. 

Dr. Kipp, in reply, said the suggestion of Dr. Kennedy as to the 
use of a saline solution was very valuable. He had already mentioned 
a case in which he had injected a saline solution. He did not see 
why they should not combine the advantages of quantity and quality 
by first injecting some eight or ten ounces of defibrinated blood, and 
following that up with the injection of a saline solution; or, if the 
blood were not ready, the saline solution might be injected first. The 
advantage of the saline solution was that it could be made of such a 
density as not to cause the rupture and deliquescence of the red cor- 
puscles. No doubt, under some circumstances, the saline solution 
could be made of a stimulating character in itself. Many years ago 
papers were written by Dr. Halford on the advantage of injecting 
ammonia in cases of snake-bite for the purpose of stimulating the 
heart’s action. He (Dr. Kidd) tried it in a case of hemorrhage, by 
adding some ammonia to the defibrinated blood, with an extern 
patient of the Coombe Hospital, but it did not succeed. He repeated 
that in transfusion the great thing was to perform the operation 
promptly—it was better to be too soon than too late. As to the 
alleged difficulty of the operation, he did not think any man was 
fit to be a surgeon who would not be able to perform it without 
having ever seen it done. The only difficulty was to find the vein 
in the arm of the bloodless woman; and after it was found, a probe 
should be placed under the vein before it was opened. Dr. 
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M‘Donnell’s apparatus was a very simple and cheap one. If they 
adopted a direct transfusion of blood from one arm to another, as 
Dr. Aveling suggested, it would, no doubt, be speedier than the other 
mode; but there were some objections to it. First, there was the 
danger of embolism arising from the coagulation of the blood in 
passing through the india-rubber tube from one arm to the other. 
In the next place, if the husband were bled in the presence of his 
wife—lying almost at death’s door, tossing about, crying for air— 
the supply of blood that was likely to be obtained from him under 
such depressing influences was likely to be very deficient. Dr. Macan 
had referred to a German practice of intravenous injection of blood 
in its natural condition as a means of causing the uterus to contract ; 
but he believed all opinions in this country were in favour of arrest- 
ing the hemorrhage before transfusion of any kind was attempted. It 
did not seem to be of much use to inject a few ounces of blood into 
patient’s vein while double that quantity was going out of her uterus. 





Case of Acute Inversion of the Uterus. 
By Dr. DARBY. 


Mrs. O., a healthy woman, thirty years of age, who had been nine 
years married, and had arrived, as she averred, at full period of her 
eighth pregnancy, when stooping suddenly to pick something off the 
carpet, on evening of 26th July, 1878, felt a great gush of blood 
escaping from the vagina. She lay down and sent for the nursetender. 
The flooding continued all night without any pain or symptom of 
labour. The next morning, while the bowels were acting, a large 
quantity of blood was passed; and, although she said she felt quite well, 
her husband, who did not consider it right to allow this state of 
things to go on, sent for me. I was at her bedside at eight o’clock 
A.M, She looked well, with red lips and good complexion; her 
pulse 80, full and steady, and her feet warm ; but her night-dress and 
sheets were saturated with blood, and there were several large clots 
m the bed. I removed a large clot from the vagina. The os was 
quite closed, but soft enough to allow the tip of my finger to pass 
through it without resistance, when the placenta was felt completely 
covering it. The abdomen was so soft and relaxed that I felt the 
outline of the child distinctly, but could not feel the uterus. I 
plugged the vagina tightly, and placed the binder lightly round the 
abdomen. I then left the case in charge of Dr. Alexander Leney, 
with directions to send for me, should symptoms of labour come on. 
I was sent for in an hour and a half, and on my arrival found that 
blood was escaping freely beside the tampon. Mrs. O. was pale, 
cold, and excited, with a very quick, thready pulse, but no pain. 
On removing the plug, I found the os in exactly the same state as 
at the previous examination. I at once proceeded to turn, and ex- 
perienced no difficulty in introducing the fingers of my right hand 
through the os. I passed a stilette through the placenta, ruptured 
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the membranes, and then felt what I took to be an arm; but, as my 
hand was peremptorily arrested at the knuckles by the os, which 
was like a band of iron, I had not much power, but was obliged to 
manceuvre with my fingers as best I could. After a little, assisted 
by my left hand on the abdomen, which was still soft and relaxed, 
by rolling the child from side to side, I at length succeeded in 
catching the foot between my fingers; this, by gentle traction, 
materially aided by my left hand, I succeeded in coaxing into the 
vagina. At this period I administered 3ij lig. ergote. The de- 
livery was then accomplished without further difficulty. While I was 
occupied, say for ten or twelve minutes, endeavouring to resuscitate 
the child, which was barely alive, Dr. Leney maintained pressure 
over the uterus, and the placenta came slowly, but spontaneously, 
away without further loss of blood. At that moment Mrs. O. cried 
out, “Oh! I have a dreadful pain ; it is not like a labour pain—it 
is sharp, like a knife through my left side; I cannot see you; the 
sea 1S roaring in my ears; my God! Iamdying.” She was bedewed 
with cold, clammy sweat, and the pulse had forsaken the wrist ; she 
looked like death, and I thought she was dying. Leaving the child 
to its fate, and placing my right hand over the hypogastrium, which 
I felt hollow and empty, I introduced my right hand into the 
vagina, and found it filled with a mass resembling a placenta both 
in size and shape, and I feared I had to deal with a case of rup- 
tured uterus. On moving my fingers round this mass, however, in 
search of a laceration, I could not find one ; and then, maintaining 
with my whole right hand a sort of grasping upward pressure, I had 
the satisfaction to feel the mass receding, while with my left hand I 
perceived it rising into the epigastrium. My right hand was now 
completely within the cavity of the uterus, where I allowed it to 
remain for a minute or two, and stirred my fingers, in the hope of 
inducing some contraction of the organ, but without producing that 
much-to-be-wished-for effect. Mrs. O. now said, ‘‘ The pain is 
gone, and I feel better.” Reaction set in, the pulse returned to the 
wrist, and warmth slowly spread over the body and limbs. Mrs:, 0. 
recovered without any untoward symptom. In this case, you 
observe, I had to deal with inertia uteri, placenta preevia, an alarm- 
ing amount of hemorrhage, and what I believe to have been acute 
inversion. And, although I congratulate myself on the recovery of 
my patient, and may say “there is nothing so successful as success, 
I am by no means satisfied that in each phase of the case the best 
possible means for saving life were adopted ; and I am, therefore, 
anxious to hear it freely discussed by those now present, whose skill 
and experience far transcend my own. I cannot conclude without 
expressing my thanks to Dr. A. Leney for his promptness in coming 
to my assistance, and for the kind and unremitting attention he paid 
throughout the after-progress of the case. 

Dr. M‘Curnrock said that cases such as Dr. Darby had brought 
forward were extremely rare. In his experience he had never met 
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with a case of acute inversion of the uterus under circumstances such 
as Dr. Darby had described. The nearest thing he had seen to it 
was a case that occurred a few years ago, in which, on the tenth or 
thirteenth day after delivery, an inversion of the uterus occurred. 
Dr. Churchill and he put the woman under chloroform, and after 
some careful manipulation succeeded in turning the vagina round 
with the hand, and the woman recovered. During his (Dr. M‘Clin-— 
tock’s) mastership of the Rotunda Hospital he might mention that 
a woman was under his care for a miscarriage and afterwards died 
of puerperal fever. While she was in the hospital, she mentioned to 
the nurse that she had been previously in the hospital, and had 
suffered from a serious accident—namely, an inversion of the uterus. 
He (Dr. M‘Clintock) made inquiries from her, and learned that she 
was subjected to a good deal of violent pulling and put to great 
pain, so that he was inclined to think there had been an exercise of 
nimia diligentia in that case. At the same time he believed that the 
uterus might be inverted without any improper interference what- 
ever on the part of the accoucheur. It was well to have that clearly 
understood, as otherwise cases might occur in which an enormous 
weight of unjust censure would be thrown upon either the nurse or 
the practitioner. 

Dr. More MADDEN said a case came under his notice which un- 
fortunately did not end so well as that recorded by Dr. Darby. 
Some years ago he was sent for to see a woman on Ellis’s Quay. 
She had been half an hour previously attended by a midwife, and 
immediately after the expulsion of the child flooding commenced, 
and the nurse, becoming alarmed, sent for Dr. Torney, who sent for 
him. He found the uterus completely protruded, and also dis- 
covered that the placenta was adherent. Stimulants were adminis- 
tered, the placenta removed, and the uterus restored, but the woman 
sank, and died from excessive loss of blood. ‘The nurse assured 
them that she had not either exerted any traction of the cord, or 
made any pressure over the fundus. He saw another case of a 
woman who had an inversion of the uterus for three months. She 
had been attended by a most excellent midwifery practitioner, who 
assured him that he had neither pulled the cord nor pressed unduly 
upon the fundus. 

Dr. Kipp said he did not think any fact in midwifery or phy- 
siology was better established than that inversion of the uterus might 
occur spontaneously from segmental contraction of its fibres, and it 
was an accident that might occur without any malpractice. 

Dr. FirzPaTRicK mentioned a case of a lady he was called in to — 
see. She had been attended in her second confinement by an i 
eminent practitioner. She told him that her womb was down be- | 
tween her legs. On examination he found that a portion of the — 
membranes had been left, and was causing hemorrhage, being about : 
the size of a cricket-ball. He cut it away, and relieved her in a few _ 
minutes. a 
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' Dr. Kipp said that in illustration of the phenomenon of segmental 
contraction of the uterus after delivery, he might mention a fact 
which, when he first became acquainted with it, startled him a good 
deal. He was more familiar with it now, and believed that it was 
universally present. If after delivery the finger be introduced as far 
as the os, there would be found a remarkably hard, prominent, 
convex swelling, most easily and commonly found in the anterior 
wall of the uterus, but also to be found at times in the posterior, but 
higher up and more difficult of access. ‘This was not mentioned in 
books, and when he first observed it, it occasioned him a great deal 
of alarm. He believed now, however, that this was always present, 
and that it was simply the result of this segmental contraction of the 
uterine fibres which formed a large, hard, round swelling. 

Dr. M‘CriintTock described a similar hard swelling which occurred 
in the case of a lady whom he was called on to see. It was in front 
of the os, and at the extreme edge. She had suffered from some 
anomalous febrile attacks during pregnancy, and from hemorrhage 
at delivery, but recovered perfectly. 

Dr. Darsy, in reply, said he had at first some doubts as to the 
correctness of the treatment he had adopted in the case he had 
brought before the Society, but he was glad it had been approved of 
by such men as Dr. Kidd and Dr. M‘Clintock. 


Obstetric Summary, 


Cesarian Section performed on account of Cancer of the Rectum. 


The following case is related by Dr. Kaltenbach, in the Zectschrift fiir 
Geburtshilfe und Gyndkologie, B. iv. H. 2 :—The patient was thirty- 
seven years old, and had had eight previous normal deliveries, the 
last three years before. The only symptoms of the disease had been 
pains in the back and difficulty in defecation during the last two 
months of pregnancy. 

Labour came on at full term, and the child presented by the 
breech. The author was only called in after three days and a half, 
when neither the natural efforts, nor attempts at extraction, had suc- 
ceeded in effecting delivery. The patient then showed all the 
signs of commencing exhaustion: the pains had ceased, and the 
foetus had died. The vagina was found to be obstructed about 3 to 4 
cm. above its outlet by a firm, somewhat nodular, tumour, as large 
as the head of a six or seven months’ foetus, which pressed it forward. 
Rectal exploration showed that the tumour was immovably fixed to 
the lower part of the sacrum. There remained only a space of 4 cm. 
between the tumour and the symphysis. 

The author operated, under unfavourable circumstances, with such 
antiseptic precautions as could be carried out by the use of a solution 
of chlorine. The placenta was found attached in front, and it, as 
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well as the foetus, showed signs of commencing decomposition. 
Some vessels in the uterine wall had to be secured to arrest 
hemorrhage, and the uterine wound was closed with fifteen silk 
sutures. The patient was in fair condition after the operation, but 
died on the sixth day from septic peritonitis. 

At the autopsy the uterine wound was found to be gaping widely, | 
but no hemorrhage had occurred. The tumour proved to be a 
medullary carcinoma, commencing from the rectum, which had 
grown posteriorly to that viscus, and was attached to the sacrum 
and ischium. 

The author ascribes the failure of union in the uterus, and the 
gaping condition in which the wound in it was found, not to the — 
effect of the uterine contraction, but to the access of septic material, 
which prevented the chance of primary union. He now regrets that _ 
he did not operate according to Porro’s method, excising the whole 
uterus with the ovaries, and fixing the stump in the abdominal 
wound. 


Aphasia after Parturition, 


In a Clinical Lecture on Loss of Speech, Dr. Finlayson relates 
two cases in which aphasia, consequent upon right hemiplegia, came 
on after parturition. In neither patient was there any evidence of 
valvular disease of the heart: neither of them had any history of 
rheumatic fever, and the age of the first woman was thirty-five, of 
the second thirty-nine. It may be concluded, therefore, that the 
mischief was due to the tendency which puerperal women have to the 
formation of clots in their vessels, and so to the subsequent occurrence ~ 
of embolism in various forms. ‘The recurrence of the attack in both 
_ of the cases is remarkable. 

The first patient had been seized suddenly, ten days after her 
second confinement, three years ago, with slight paralytic symptoms 
in the right side, and with very complete loss of speech: she had, 
however, made a partial recovery, and was able to say “ Yes” and 
“No,” and a few isolated words as required; but after her next 
confinement, in November, 1878, she lost her speech completely. 
The affection of the fingers in the right hand is limited to a little — 
numbness and weakness, and is not at all considerable. She can — 
protrude her tongue quite well, but its movements are perhaps — 
somewhat impaired. She is now absolutely speechless, except that 
she frequently gives a little cry like “Ah.” She is able, however, 
both to read, and also to understand spoken words, and can write 
short replies consisting of a few words. . 

In the second patient, the first attack of right hemiplegia and — 
aphasia occurred suddenly in her ninth confinement, about three 
weeks after a natural labour and convalescence. She then regained 
speech in a few days, at least to a considerable extent, the heml- 
plegia passing off in about three weeks. The second attack occurred 
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after next labour, two years later; the child, when born, was 
apparently in a state of incipient decomposition, and her labour 
seems to have been tedious and her recovery slow. The paralytic 
seizure occurred suddenly about the twentieth day, and the attack 
was associated with involuntary passing of urine and motions. Her 
general appearance was indicative of debility and anemia. The 
hemiplegia now, after the lapse of four months, appears likely to be 
permanent, as extreme rigidity has supervened. An almost complete 
loss of speech also persists. She can, however, say “Ay” and “ No,” 
and uses these words correctly as a rule. She also utters a longer 
jabber of incoherent sounds, and has occasionally said some words, 
and even short sentences, by accident, as it were, so that it was clear 
that she had no physical defect in the matter of mere articulation. 
She seemed, after a time, to understand the words addressed to her 
very correctly.— Glasgow Medical Fournal, September, 1879. 





Gynec Summary. 


The Treatment of Extra-uterine Fetation by Gastrotomy. 


In the American Fournal of Medical Sciences for October, 1878, 
Dr. R. P. Harris relates a case of abdominal fcetation in which Dr. 
Atlee successfully removed the fcetus by secondary gastrotomy. 
The patient was married at twenty, and, aithough regular, did not 
conceive for fifteen years, when her menses ceased, and she pre- 
sumed herself pregnant, their last appearance dating April 15, 1877. 
At the end of the sixth week she was attacked with a profuse 
hemorrhage, lasting seven days, and thought she had miscarried, as 
she passed a membranous substance, which was no doubt the 
decidua. Soon the usual signs of pregnancy made their appearance, 
and her mamme commenced to develop and become painful. 
After one previous attack of severe pain, followed by vomiting, she 
was seized on June 30, 1877 (when presumed to be ten weeks preg- 
nant), by vomiting, followed by very severe tearing pain low down 
on the left side. She was considered to be in danger for some days, 
and the author thinks that rupture of the sac of a tubal foetation 
took place at this time. She continued to suffer occasionally from 
pain and difficulty in micturition. Quickening took place at four 
and a half months, and the foetal movements were unusually distinct, 
and abnormal in situation. Motion ceased in the foetus on January 
to, 1878 (when it must have been within a week or two of its full 
maturity), after which the patient began to diminish in size and 
improve in health, Her menses made their appearance about 
February 1, and were preceded by intermittent pains like those 
of true labour, deceiving her medical attendant into the belief that 
she would shortly be delivered. The flow continued six weeks, and 
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menstruation afterwards recurred regujarly. She came to Dr. Atlee 
on April 13, and at first he advised delay until symptoms of sep-— 
ticeemia should appear, or a channel of natural evacuation be indi- 
cated. Afterwards he became convinced that this advice was not — 
good, and, on seeing her a month later, he advised an operation — 
for the removal of the foetus. This was performed on May 18, — 
An incision, six inches in length, having been made, the peritoneum ~ 
was found inflamed and vascular. On its being opened, a liquid — 
like pea-soup, about one and a half pint in quantity, came out, — 
and the child’s body showed itself, and was pulled out with little 
trouble breech foremost. The cavity in which it was contained — 
was cleaned out by sponging. At the bottom a knuckle of intes- 
tine showed itself, about two inches in length and less than one 
inch in breadth. With this exception, the dead body of the child, 
which weighed four pounds and two ounces, appeared to have been Be 
cut off from the rest of the contents of ae abdomen. ‘The funis — 
was cut, so that about four inches hung out of the lower part of 7 
the wound, and alongside it a drainage-tube of india-rubber was — 
placed. ‘The patient did well, although she suffered from sickness — 
for the first four days. The drainage-tube was removed two days — 
after the operation. The cord dropped on the 24th. On the 28th ~ 
about a teacupful of healthy pus suddenly came from the vagina. ~ 
On July 13 the patient went home, slight discharge from the — 
abdominal wound still continuing. a 
As illustrations of the danger of expectant treatment, the author — 
quotes four cases in which death resulted. The first case is one — 
related by Dr. Ramsbotham, in his “ Midwifery,” of a woman who de- ~ 
clined operation for removal of a mature foetus, and died in a ~ 
year, worn out with diarrhoea and low fever. The second is one — 
recorded by Dr. W. C. Perkins (American Journal of Obstetrics, May, ~ 
1872), in which operation was declined, and the woman died 
six days after an exploratory puncture, the foetal death having been — 
thought to have taken place about six weeks previously. ‘The third © 
is an unpublished case communicated by Dr. F. P. Henry. ‘The © 
patient was a woman aged twenty-four, pregnant for the third time, | . 
first and second deliveries having been premature. She supposed — 
herself to be in labour at full term on July 29, 1876, but the uterus — 
was found to be empty, the os undilated, although there was some 
show of blood. ‘Three days later, when signs of peritonitis were pre- 
sent, she was seen by Dr. Goodell, who thought it more prudent to wait 
rather than to operate immediately. Two houts after his examination 
she was seized by rigors, followed by high fever, and died on August 30 
from ‘ septicemia due to absorption of putrid matter Jrom the decomposing 
Jetus.” Exploration by puncture had no doubt hastened the decom- 
position of the foetus, a female, of full size. The fourth case is also an 
unpublished one, communicated by Dr. E. L. Duer. The patient 
was thirty-seven years old, the mother of three children, and antici 
pating the birth of a fourth i in October, 1875. About the third month 


om 


Gynecic Summary. 669 


she had a sharp attack of peritonitis ; but this soon passed off, and no 
suspicion of the nature of the case was entertained. On September 
18 an attack of uterine pain was accompanied by a slight show of 
blood. On October 15 severe continuous pain came on, with more 
decided hemorrhage. Dr. Goodell then saw the patient and found the 
uterus enlarged, and pushed forwards and to the left, the os being 
difficult to reach. The foetal limbs were felt superficially above and 
to the right of the umbilicus, and the head was thought to lie in the 
left iliac fossa. The heart sounds and fcetal movements could still 
be distinguisbed feebly, but both soon disappeared. The patient had 
a rapid pulse, but no marked peritonitis, or great rise of temperature. 
In the hope of securing a better condition for operation, interference 
was delayed, although consultations were held daily for sixteen days. 
One evening the patient was suddenly seized with agonising pains, 
followed at once by collapse, and died in thirty minutes. No 
autopsy was allowed, but death was attributed to rupture of the cyst. 

The author compares the result of such cases as these to those 
attained by Dr. Gaillard Thomas, who, out of fourteen cases of extra- 
uterine foetation, including abdominal and tubal varieties, operated 
for removal of the foetus in four cases (one at third month, the others 
at thirteenth, seventeenth, and twenty-second months respectively), 
all of which were successful. Three early cases, without urgent 
symptoms, were left to Nature, and in all of these the cyst opened 
per rectum, one ending fatally. Two early cases were treated by 
puncture, and both died. Four early tubal ruptures were all fatal ; 
one tubal discharged by the uterine cavity, with recovery. The 
author concludes that it is certainly preferable to undertake secondary 
gastrotomy without too great delay, rather than to wait for an indica- 
tion of spontaneous evacuation. He is also of opinion that it becomes 
a serious question whether it would not be safer to operate in the 
eighth month than to wait till after the false-labour is over, and the 
foetus dead, since so many women have lost their lives in the ninth 
month, or soon afterwards. 

Dr. Gaillard Thomas himself, in the American Fournal of the 

Medical Scrences for January, 1869, gives the history of six cases of 
extra-uterine pregnancy of the abdominal forms, his experience 
having included, besides these, two interstitial pregnancies and seven 
tubal. 
Case I. Abdominal pregnancy ; death of fetus at an early period of 
gestation, and discharge through the rectum, with recovery of mother.— 
The foetus died at about the fourth month of pregnancy. A retro- 
uterine tumour was then discovered, and a very minute bone was 
soon passed by the rectum. Very slowly and painfully after months 
all passed by the rectum, and the patient recovered ; but for three or 
four years her health was greatly depreciated. 

Case Il. Abdominal pregnancy ; death of fetus early in gestation ; 
discharge through rectum, with recovery of mother.—All the symptoms 
of normal pregnancy existed, except that there were frequent and 
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irregular attacks of metrostaxis, and severe pain in pelvis and 
back, seeming to impede defecation. The uterus was found to be 
pushed forward by a soft elastic tumour. The probe showed it to 
be somewhat enlarged, but apparently empty. In a short time 
afterwards foetal bones were discharged by the rectum, the sac 
gradually emptied itself, and the patient entirely recovered. Dr, — 
Thomas suspects that the thorough examination happily produced — 
the death of the foetus. | 

Case III. Abdominal pregnancy ; laparotomy performed at the end 
of eleventh month of gestation, with recovery of mother—The patient — 
was twenty-six years old ; had had one child, now five years old, and 
two abortions, one five years, the other two years ago. About 
September, 1875, she began to suffer from vomiting and had several — 
attacks of abdominal pain, which was brought on, or greatly ag- 
gravated, by movement. About this period she distinctly felt the 
movements of a child, and concluded that she was pregnant, 
although metrorrhagia was present. She called on a doctor, who 
agreed with her in her opinion, and fixed the term of pregnancy at 
about three and a half months. During February she had distinct — 
bearing down pains, and it was thought that labour would soon come — 
on. On April 13, 1876, Dr. Thomas found her much emaciated, 
with hectic fever. There was an abdominal tumour as large as the — 
uterus at full term, with fluctuation everywhere, but no solid element 
discoverable. The uterus was anteverted and fixed ; its cavity mea- _ 
sured 3% inches. An exploratory puncture withdrew four quarts of — 
sero-purulent fluid. A large solid movable mass was now revealed, — 
and the author made a positive diagnosis of abdominal pregnancy. 

The operation was performed on May ro, and a large female child, — 
weighing seven pounds, not decomposed, withdrawn by the feet. 7 
The viscera were all bound down and coated with lymph. The - 
placenta could not be seen, but the cord was inserted at the left a 
iliac fossa. It was severed near the peritoneum, and a large glass 
drainage-tube placed in the wound. About the 14th of May symp-— 
toms of septicemia commenced. A mass of very foetid blood was 
dislodged by the finger passed into the abdomen, and antiseptic — 
injections were used, after which these symptoms subsided. A — 
small piece of foetid placenta came away about five weeks after 
the operation, the glass tube being still in place. After this the — 
patient rapidly recovered. i: 

CasE IV. Abdominal pregnancy ; laparotomy performed at the 
end of seventeenth month, with recovery of mother.—The patient was — 
twenty-four years old, mother of one child. In June, 1876, the 
menses ceased, and she supposed herself pregnant, expecting her 
confinement in March, 1877. In March she had some pain and — 
hemorrhage, and the movements of the child ceased. The menses 
appeared at the next period, and continued regular afterwards. In — 
November, 1877, Dr. Thomas found the uterus empty, 34 inches — 
in depth. In the abdominal cavity a large movable tumour, not — 
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connected with the uterus was felt. The diagnosis of abdominal 
pregnancy was made, and eight ounces of dark-red fluid were with- 
drawn by the aspirator. This was pronounced by a competent 
microstopist to contain the ovarian corpuscle, and to be unques- 
tionably the fluid of an ovarian cyst—precisely what had been 
reported of the fluid removed in Case III. 

The operation was performed on November 1s. The incision 
was found to pass directly over the placental attachment, and was 
therefore carried upward through the navel. A female child, 
weighing nine pounds, was removed. The placenta, three times as 
large as in normal gestation, was attached to the bladder and ante 
rior abdominal wall. The cord was cut short, and the placenta left 
undisturbed, the abdominal wound being closed in such a manner as 
to leave an opening for its escape. On the roth, the temperature had 
risen to 103.7°, pulse to 126. Two stitches were then removed from the 
lower portion of the wound ; a large quantity of foetid gas escaped ; 
a catheter was inserted, and four ounces of very dark foetid fluid 
washed out; water strongly carbolised was then injected until it 
returned clear. After this the febrile symptoms diminished. On 
November 29, and again on December 7, small portions of the 
placenta were removed. Antiseptic injections were continued, at 
first three times, afterwards twice a day, till the patient went home 
on December 25, being capable of washing out the cavity herself 
daily. The placenta still remained attached to the abdominal walls. 

Case V. Abdominal pregnancy of twenty-two months standing ; 
Jetus delivered by laparotomy, with recovery of mother.—The patient was 
twenty-three years old. Two years previously she had been delivered 
by forceps of her first child, and afterwards suffered from septi- 
cemia, pelvic abscess, and abscess in the thigh. She expected her 
second confinement about April 20, 1877, and was very well during 
her pregnancy. On April 4 some pains like labour pains occurred, 
followed by vomiting and diarrhoea. On May 5 some metrorrhagia 
commenced. On May 21 an examination showed the foetus to be 
dead, the uterus empty, its cavity measuring three inches. From 
this time discharge continued, and the patient required constantly 
opium in some form to keep her easy. On July 19 a copious 
watery, dirty discharge occurred, which the attendant thought might 
be liquor-amnii discharged through the right Fallopian tube. The 
discharge afterwards became more shreddy, and on September 12 a 
finger-nail was passed ; about November 23 one phalangeal and one 
metacarpal bone. 

On April 14 the general condition, which had become extremely 
depreciated, having somewhat improved, she was admitted into the 
New York Women’s Hospital. Dr. Thomas operated on May 3. 
The sac was found entire, adherent to the abdominal walls, and con- 
taining little except the bones. In removing some of these, which 
had become embedded in the walls of the cyst, the sac was torn so 
as to allow some of its filthy contents to escape into the peritoneal 
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cavity. The posterior portion of the sac was therefore slit open, 


and a glass drainage-tube inserted, through which the abdominal 
cavity was washed out daily. The patient recovered without a bad 
symptom. 

The sixth case, which was still in progress, was diagnosed as 
being abdominal pregnancy, advanced to about four months at the 
date of the report. Of the seven cases of tubal pregnancy seen by 
the author, six died ; of two cases of interstitial pregnancy, one 
died, and one recovered after a dangerous interference which saved 
her life. 

In conclusion, Dr. Thomas thinks that the following may be 
taken as general rules for guidance in abdominal foetation :— 

t. Before full term, should the child developing in the peritoneal 
cavity be alive, its growth may be carefully watched, and the end of 
the ninth month be waited for in the hope of delivering at that time 
either by laparotomy or elytrotomy a living child from a living 
woman. 

2. Should the child have died early in pregnancy, delay in inter- 
ference is advisable ; but this should not be carried to the produc- 
tion of septicaemia or hectic. 

3. Should the full term be passed, and the child be still imprisoned 
in its unnatural resting-place, the rule should be to wait for evidences 
of constitutional disorder on the one hand, and to meet its develop- 
ment promptly and decisively by succour on the other. 


Spaying for the Cure of Hysteria. 


Dr. Adrain Schiicking, of Harzburg, relates a case in which he 


removed both ovaries for the cure of hysteria and metrorrhagia, 
associated with ovarian pain. The patient was thirty-eight years old, 
the mother of six children. She had suffered for some time from 
cataleptic attacks, and profuse and painful menstruation. In 
December, 1878, she had cut her left knee with glass. Since that 
time she had suffered from attacks of loss of consciousness, and re- 
peated appearances of trismus, simulating traumatic tetanus, with 
disturbances of speech, resembling those at the commencement of 
progressive paralysis. Excision of the cicatrix in the knee, and 
vigorous local gynzecological treatment, were of no avail. The sexual 
apparatus, and especially the ovaries, were thought to be the primary 
source of trouble, the left ovary being painful on pressure. 
Bromide of potassium, arsenic, iron, valerian, sedatives, and other 
drugs, as well as counter-irritation, were tried in vain. 

The author first saw the patient at the end of May, 1879. He 
found the uterus normal, the ovaries unaltered in size and position. 
Pressure on the left ovary at once produced loss of consciousness, 
resembling an epileptiform attack. There was now marked and per- 
sistent metrorrhagia, alternating with serous discharge from the 
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uterus. Dilatation of the cervix, the use of the curette, and appli- 
cation of strong nitric acid, failed to cure the metrorrhagia. The 
author therefore resolved to remove the ovaries, expecting thereby a 
removal of the hysterical disposition, as well as the cure of the 
uterine and ovarian symptoms, 

‘The operation was performed on July 16, Lister’s antiseptic 
method being employed in the strictest manner. The mesovaria 
were tied with carbolised gut, and the ovaries cut away with curved 
scissors. Before closing the wound, the patient was turned over into 
the prone position, to allow complete escape of the blood which had 
entered the peritoneal cavity. Convalescence was uninterrupted, 
and the patient left her bed on the tenth day. 

The author reports that the result of the operation is completely 
satisfactory. The constant pain in the left ovarian region disap- 
peared at once, and there has been no return of uterine heemor- 
rhage, cataleptic attacks, or trismus. He promises a further report 
as to the effect on menstruation. He considers that, with strictest 
antiseptic precautions, the risk of the operation is but slight, and 
that it has an important future. Microscopic examination of the 
ovaries showed no important change in them.—Centralblatt fir 
Gynakologie, No. 20, September 27, 1879. 


The Results of Freund’s Operation for Total Extirpation of the 


Cancerous Uterus. 


The mortality of this operation appears to have been greater in 
the more recent than in the earlier cases reported. In the hands o 
the author, three of the first five patients recovered from the effects 
of the operation, and two of the second five, making a mortality of 
50 per cent. in the first ten cases. Ina Paper read at the meeting 
of the International Medical Congress at Amsterdam, in September, 
1879, Dr. Freund gives the results of four more operations under- 
taken since the end of 1878. In one patient, who was enormously 
fat, he found it necessary to give up the operation after having opened 
the abdomen. The patient recovered from the effects of the incision. 
Funnel-shaped excision of the cervix was afterwards performed, but 
the growth recurred in two months. 

The other three patients all died; the first, at Erlangen, in the 
Clinic of Professor Zweifel, from peritonitis, after four days. The 
second, in the Clinic of Dr. Schreeder, did well for a week, but died 
after twelve days. The peritoneal borders of the wound were found 
covered with pus. The third, at Strassburg, in the author’s own Clinic, 
died from shock, the operation having been undertaken when 
symptoms of commencing peritonitis had appeared from the carci- 
noma breaking through into the pouch of Douglas. 

The author admits that the results of the operation cannot be 
expected to improve as those of ovariotomy have done, since, from 
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its commencement, it has had the benefit of the antiseptic method. 
In view of the increasing mortality, he thinks that a too great 
liberality has been shown, both in the choice of cases, and in the 
introduction of modifications of the first method of operating. He 
intends, however, in future to adopt the plan of permanent irrigation 
of the vagina after the operation. 

Of the five successful cases previously reported by the author, two 
have since died, one from recurrence of cancer, one from acute 
pleurisy. A third patient has a recurrence of growth. ‘The author 
is now of opinion that the operation should be limited to cases of 
glandular carcinoma of the cervical canal, and that those of ordinary 
epithelioma or cauliflower excrescence of the cervix, or those in — 
which the growth has reached the outer surface of the cervix, are not 
suitable for it—Centralblatt fiir Gyndkologie, No. 21, October 11, 


1879. 


The Results of Spaying in the Sexual Disorders of Women. 


In a Paper read before the Gynecological Section, at the meeting 
of the Society of Naturalists at Baden-Baden in September, 1879, 
Dr. Hegar reports the result of no less than forty-two cases in which 
he has performed the operation of spaying. 

These he divides into five classes. The first consists of cases in 
which there were manifestly small tumours not larger than a billiard 
ball, either of one or both ovaries, but in which the indications for 
the operation, and the mode of performing it, assimilated it rather to 
spaying than to ordinary ovariotomy. ‘This class comprises thirteen 
cases, in all which both ovaries were removed. The morbid conditions 
- found included follicular and papillary cystomata, dermoid cysts, 
parovarian, and so-called tubo-ovarian cysts. Extensive adhesions, 
and evidence of pelvic peritonitis, were always found, the uterine 
appendages being involved in a chronic inflammatory process. ‘The 
operations were all very difficult, many of them more so than the 
most complicated ovariotomy. In the thirteen cases there were only 
two deaths, one from septicaemia, one from internal incarceration. 
In eight cases all symptoms were removed; in the remaining three 
cases hypogastric pain was still complained of. 

The second class comprises fibroid tumours of the uterus, for 
twelve cases of which the author has removed both ovaries. He does 
not consider the operation reliable, as to a beneficial result, in the 
case of very large tumours, and has operated in only one such case, 
that of an enormous fibro-cystic tumour, which it appeared impos- 
sible to extirpate. In this instance the hemorrhage was arrested for 
six months. It then recurred, the tumour rapidly increased and 
became softer, and death followed eleven months after the operation. 
Death followed the operation in three cases, each time from septic 
peritonitis, In six cases a complete menopause and diminution of ~ 
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the tumour was confirmed by long observation. In the remaining 
two cases only three or four months had elapsed since the operation, 
but, so far, the menopause appeared to have been brought about. 

The third class comprises five cases of so-called chronic ovaritis, 
in which alterations in the ovarian stroma and degeneration of 
follicles into small cysts were found, without sign of peritoneal in- 
flammation. One patient died from incarceration. In three cases 
the symptoms were immediately removed, and did not recur under 
long observation. In the fifth patient the result was still doubtful, 
but a marked improvement had taken place, even with regard to an 
intercostal neuralgia, the dependence of which upon the sexual system 
had been considered doubtful. 

The fourth class comprises five cases of uterine affections, such as 
incurable retroflexion or anteflexion, or chronic metritis. In one case 
death occurred from ileus ; in two cases the menopause followed with 
removal of the symptoms ; the remaining two cases were too recent 
for a report as to the result. 

The fifth class includes seven cases of chronic pelvic peritonitis, 
in which both the local pain and reflex neuroses were of a severe 
kind. Although many of the operations were difficult and prolonged, 
no death occurred among the seven cases. In three cases the meno- 
pause and complete cure followed; in one case the menopause and 
decided improvement ; in one case a continuance of menstruation 
with marked improvement ; the remaining two cases were too recent 
for the result to be reported. 

In the whole forty-two cases the mortality is 16°6 per cent. The 
author considers that many of the causes of death may be avoided in 
future. As to the effect on menstruation, out of thirty cases in which 
sufficient time has elapsed to allow a judgment to be formed, acom- 
plete menopause has followed in twenty-six. In three, irregular 
hemorrhage occurred, and in one only has regular menstruation 
continued. 

The author observes careful antiseptic precautions, but rejects the 
carbolic spray as rather injurious than useful. He states that he 
‘“‘ Listered” for a year and a half, and during that time obtained less 
favourable results than formerly, while the results improved again on 
his recurring to his former plan. He makes a small abdominal 
incision, not large enough to admit the whole hand, and by means 
of one or two fingers, or the finger and thumb, succeeds in drawing 
the ovary into view, even when adhesions are present. He considers 
that the operation should only be performed when actual morbid 
changes in the ovaries or uterus are present, and not for the cure of 
merely functional or hysterical disturbances.—Centralblatt fiir Gyna- 
kologie, No. 22, October 25, 1879. 
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Gordon, 117; exhibit of new long 
Straight, by Dr. C. Bell, 117: discus- 


sion on the use of, and its alterna- 


tives in lingering labour, 172, 236, 
310; Dr. Duke’s new tractor for 
obstetric, by Dr. Keiller, 397 ; Simp- 


son’s, fitted with Tarnier’s traction-rod, — 


by Prof. Simpson, 515 

Foulis, Dr., development and _ structure 
of the ovary, 513 

Freund, Dr., the results of his operation 
for total extirpation of the cancerous 
uterus, 678 


exhibit of Dr. 

Greenhalgh’s pessary, 25; the 
operative treatment for 
absence of the vagina with retention of 
menses, 360 ; specimen of limpid fluid 
in a true ovarian cyst—origin of ovarian 
cystoma from  Graafian follicles, 
microscopic section of menstrual deci« 


C,ALABIN, Dr., 


dua, 638 ; histological characters asso- — 


ciated witli laceration of the ceryiy 


638 


congenital | 
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Gastrotomy, performed three times on 
the same patient within three years, 
by Dr. Baumgiirtner, 542 

Gervis, Dr. H., chronic inversion of the 
uterus, 473 

Gleason, Dr., sudden death from intra- 
uterine injection of water, 540 

Godson, Dr., specimen of polypus of the 


bladder, 28; dissection of double 
monster, 95; pocket gynzcological 
case, 96 


Goodell, Dr. (U.S.), the operation of 
Spaying for some of the disorders of 
menstrual life, 340; case of extra- 
uterine fcetation, 539 

Gordon, Dr., on the advantage of single- 
curved forceps, 117 

Griffith, Mr. G. de G., on the unity of 
polson in scarlatina and puerperal 
fever, &c., 134, 222, 297, 424 

Griffiths, Mr. W. S. A., mitral incom- 
petency with extreme irregularity of 
the heart affecting the termination of 
pregnancy, subsiding after parturition, 
233 

Gynzcic Summary, 61, 123, 270, 337, 
405, 467, 542, 603, 667 


yneecological case, pocket, by Dr. 
Godson, 96 
**Gynecology, The Principles and 


Practice of,” by Dr. T. A. Emmet,: 


_ review, 498 


AAMORRHAGE, case of post- 
partum, leading to thrombosis and 
embolic complications, by Dr. James 
More, 87 ; nate of a case of accidental, 
with preparation, by Prof. Simpson, 
380 ; specimen of foetus and placenta 
from a case of severe accidental, by 
Dr. Macdonald, 396; by Dr. Wilson, 
509 
Hamilton, Dr., demonstration of the 
use of the forceps, 104 ; treatment of 
asphyxia neonatorum, I15 
Elarcis, Dr? Ro Ps (U-S.), the treatment 
of extra-uterine foetation by gastrotomy, 
66 
Hardison, Dr. (U.S.), cases of extra- 
uterine fcetation treated by vaginal 
section, 59 
Hart, Dr. B. D., a study of two me- 
sial vertical sections of the female 
pelvis, in relation to the normal sup- 
port of the uterus and prolapsus uteri, 
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Hart, Dr. W. H., case of ovariotomy, 
256 

Harvey, Dr. R., note on an acoustic 
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sign heard after the death of the foetus, 
$2 
Hauch, Dr., the influence of the brain 
and spinal cord on uterine contractions, 
466 
Hausman, Dr. D., the behaviour of 
spermatozoa in the vagina and uterus, 
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*‘Heart, The Bearings of Chronic 
Disease of the, upon Pregnancy, Par- 
turition, and Childbed: with Papers 
on Puerperal Pleuro-pneumonia and 


Eclampsia,” by Dr. H. Macdonald, 
review, 167; mitral incompetency 
with extreme irregularity of the, 


affecting the termination of pregnancy, 
subsiding after parturition, by Mr. W. 
S. A. Griffiths, 233 

Hegar, Dr., the results of spaying in the 
sexual disorders of women, 674 

Herman, Dr. G. E., case of pustular in- 
flammation of the vagina, 219 ; a case 
of sudden death during injection of 
the uterus with perchloride of iron, 
633 

Hermaphrodites, two cases of female, by 
Dr. Litten and Dr. Sippel, 543 


| Hernia, a case of double inguino-ovarian, 


operation, recovery, by Mr. T. 
Chambers, 579; report on specimen 
of, by Drs. J. Williams and Galabin, 
580 

Hicks, Dr. Braxton, condition of the 
uterus in hydatiniform degeneration of 
the chorion, or vesicular mole, 12; 
specimen of unilateral uterus and 
kidney (solitary) with two ureters, 28 ; 
the auxiliary forces concerned in the 
circulation of the pregnant uterus and 
its contents in woman, 200; czesarian 
section, exhibit of photographs of 
patient, 578 

Hodgen, Dr. (U.S.), vaginal enterocele, 
61 


Hospital practice, reports of, University 
College Hospital, 21; St. Bartho- 
lomew’s Hospital, 233; St. Mary’s, 
Manchester, 438 

Hydatid, specimen of uterine, by Dr. 
Croom, 103 

Hysteria, spaying for the cure of, by Dr. 
Schiicking, 672 

Hystero-trachelorrhaphy, by Dr. Mundé, 
270 


[CTERUS neonatorum, and the proper 
time for tying the funis, by Dr. Porak, 
124 

Injection, 


sudden death from _intra- 
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uterine, of water, by Dr. Gleason, 
540 


AMIESON, Dr. W. A., on the pre- 
vention of mammary abscess, 515 


K ALTENBACH, Dr., ceesarian sec- 
tion performed on account of cancer 

of the rectum, 665 

Keiller, Dr., respecting Dr. Duke’s new 
tractor for obstetric forceps, 397; 
specimen of a uterus and two ovarian 
tumours, 589 

Kennedy, Dr. H., notes on diarrhoea in 
children, 532 

Kibbee’s (U.S.) fever cot, 237 

Kidd, Dr., specimen of ovarian tumour, 
255 cast of a brow presentation, 465 ; 
a case of transfusion, 656 

Kirkpatrick, Dr. J. R., on the prevention 
of accidents arising from the use of pes- 
saries, 51 

Koch, Dr. F. J., extirpation of the can- 
cerous uterus, 406 


TL AB0URS, are first, more dangerous 
than others? by Dr. J. G. Swayne, 

66 ; an analysis of 1785 consecutive, by 
Mr. T. M. Dolan, 160; obstructed by 
pelvic tumours: in special regard to 
laparo-hysterotomy, laparo-elytrotomy, 
and hystero-ectomy, by Prof. A. Stad- 
feldt, 201, 273, 345, 409; notes of a 
peculiar midwifery case, by Dr. A. D. 
L. Napier, 489 and 525 ; head flexion 
in, by Prof. Simpson, 509 ; a compli- 
cated midwifery case, by Dr. M‘Clin- 
tock, 526; cases illustrative of careless 
management of the third stage of, with 
some remarks on the management of 
that stage, by Dr. D. Young, 551; note 
of a case of, complicated with locomotor 
ataxia, by Dr. Macdonald, 594 ; causa- 
tion of sterility, by Dr. Levy, 471; 
vaginal cystocele obstructing, by Dr. J. 
More, 630 

Litten, Dr., case of a female hermaphro- 
dite, 543 

London Obstetrical Society, meetings of, 
25, 95, 172, 234, 310, 577, 638 

Lucas, Mr. J. C., cholera in the newly 
born, 577 


MAacAN, Dr. A. V., on contracted 
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Macdonald, Dr, specimen of fibroid 
polypi, 103; of a foetus with bony 
markings, 115; of a female foetus af- 
fected with general dropsy, 115; ‘* The 
Bearings of Chronic Disease of the Heart 
upon Pregnancy, Parturition, and Child- 
bed, with Papers on Puerperal Pleuro- 
pneumoniaand Eclampsia,” review, 167; 
specimen of foetus and placenta from a 
case of severe accidental hzemorrhage, 
396 ; note of a case of spasmodic con- 
traction of the lower uterine segment 
during the first stage of labour, 397 ; 
specimen of ovarian tumour, 509 ; note 


of a case of labour complicated with - 


locomotor ataxia, 564 

M‘Clintock, Dr., a complicated midwifery 
case, 526 

Mammary abscess, on the prevention of, 
by Dr. W. A. Jamieson, 515 

Massari, Dr. von, extirpation of the can- 
cerous uterus, 405 

Medication, notes on intra-uterine, by Dr. 
G. G. Bantock, 82; endometritis and 
menorrhagia treated by intra-uterine, by 
Dr. J. Young, 155 ; instrument for, by 
Dr. E. Braun, 471 

‘** Medicine, A System of,” by Dr. Russell 
Reynolds, review, 440 

Menorrhagia treated by intra-uterine 
medication, by Dr. J. Young, 155 

Menstruation, the relation of retarded, to 
pelvic contraction, by Dr. Morse, 123 

** Midwifery, The Student’s Guide to the 
Practice of,” by Dr. Lloyd Roberts, 
review, 308; “A Manual: of, fe 
Midwives,’”’ by Dr. F. Barnes, review, 
568 

Monster, drawing and notes of a, by Dr. 
R. H. A. Schofield, 30; dissection of 
double, by Dr. Godson, 95 

More, Dr. James, case of post-partum 
hemorrhage leading to thrombosis and 
embolic complications, 87; vaginal 
cystocele obstructing labour, 630 

Morse, Dr. (U.S.),the relation of retarded 
menstruation to pelvic contraction, 123 

Mundeé, Dr. (U.S.), hystero-trachelor- 
rhaphy, 270 ‘ 
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our Lying-in Hospitals,” review, 571 
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QO ®STETRIC SUMMARY, 509, 122, 
198, 466, 538, 665 

O’Hara, Dr. (U.S.), case of extra-uterine 
foetation, 60 

Ovarian tumour, specimen of, by Dr. 
Kidd, 255; by Dr. Atthill, 458; by 
Dr. Macdonald, 509; an aid to the 
diagnosis of large, by Dr. Schultze, 
471 ; specimen of limpid fluid in a true 
ovarian cyst—origin of ovarian cystoma 
from Graafian follicles, by Dr. Galabin, 
583; specimen of two, and a uterus, by 
Dr. Keiller, 589 

Ovaries, specimen of, removed for double 
ovarian congenital inguinal hernia, by 
Mr. T. Chambers, 97; development 
and structure of the, by Dr. Foulis, 
513; fibrous tumour of both, by Mr. 
Cullingworth, 582; report on same, 
by Mr. Thornton and Mr. Doran, 
640 

Ovariotomy, note on the principle of 
circular constriction in the extra-peri- 
toneal treatment of the pedicle in, 
by Mr. Lawson Tait, 19; case of, 
by Dr. W. H. Hart, 256; the treat- 
ment of the pedicle in, by Prof. 
Spiegelberg, 339; on the treatment 
of the pedicle in, by Dr. Heywood 
Smith, 478 ; gastrotomy, by Dr. Baum- 


gartner, 542 


PEDIATRIC SUMMARY, 124, 654 

Parturition, aphasia after, by Dr, Fin- 
layson, 666 

Paterson, Dr. G. K. H., on the beneficial 
influence of timely postural treatment, 
food, &c., in the lying-in room: with 
special reference to the prevention of 
heemorrhage and septiczemia after com- 
plete delivery, 564 

Pelvis, on contracted, by Dr. A. V. 
Macan, 260; a study of two mesial 
vertical sections of the female, in rela- 
tion to the normal support of the uterus 
and prolapsus uteri, by Dr. D. B. Hart, 
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Perchloride of Iron, death from injection 
of, within the uterus, by Dr. Cory, 26; 
a case of sudden death during injection 
of the uterus with perchloride of iron, 
by Dr. G. E. Herman and Mr. F.G. 
Brown, 633 

‘‘Perineum, Papers on the Female,” by 
Dr. Matthews Duncan, review, 23; a 
new method of operation for repair 
of the female, by Mr. Lawson Tait, 
535 

Peritonitis, specimen of a uterus and 


681 


annexa of a patient who died of ma- 
lignant, by Dr. Croom, 397 

Pessaries, specimen and discussion on, by 
Dr. Galabin and others, 25; the pre- 
vention of accidents arising from the 
use of, by Dr. J. R. Kirkpatrick, 51 ; 
the value of the Hodge pessary in re- 
troflexions and versions of the uterus, 
by Dr. Trenholme, 545 

Placenta, specimen of a lobulated, by 
Dr. Buist, 103 ; of a fattily degenerated, 
by Dr. Buist, 509; of an oblong, by 
Dr. J. Young, 515; of, with com- 
mencing hydatigenous degenerations, 
by Dr. Wilson, 515 

Placenta Previa, observations on some 
forms of sterility and on, in first labours, 
with illustrative cases, by Prof. Simp- 
son, 380 

Playfair, Dr., specimen of uterine decidua 
detached without interruption to preg- 
nancy, 584 

Polypi, specimen of fibroid, by Dr. 
Macdonald, 103; by Prof. Simpson, 
104 

Porak, Dr., the jaundice of new-born 
children, and the proper time for tying 
the funis, 124 

Porteus, Mr. L., note on a new variety 
of forceps, the blades being covered 
with vulcanite, 116 

Postural treatment, on the beneficial 
influence of timely, in the lying-in 
room, &c., by Dr. G. K. H. Paterson, 
564 

Pregnancy, frve months after the meno- 
pause ; extraction of a living child from 
the uterus one hour after the death of 
the mother, by Dr. Cleveland, 122 

Prepuce, note on adherent, as a common 
cause of phimosis in young children, 
by Dr. Underhill, 654 

Presentation, cast of a brow, by Dr. 
Kidd, 465 

Puerperal Eclampsia, report of a case of, 
by Dr. J. O. Wilson, 590 

Puerperal Fever, remarks on the etiology 
of, by Dr. A. Baird, 35 ; on the unity 
of poison in scarlatina and_ typhoid, 
&c., by Mr. G. de G. Griffith, 134, 
222, 207, 424 

Puerperal Septiceemia, treatment of, by 
Dr. Baird, 599 

Pyometra, specimens of, by Dr. Matthews 
Duncan, 27 


EVIEWS, ‘‘Papers onthe Female Pe- 
rineum,” by Dr. Matthews Duncan, 
23; ‘* The Bearings of Chronic Disease 
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of the Heart upon Pregnancy, Partu- 
rition, and Childbed, with Papers 
on Puerperal Pleuro-pneumonia and 
Eclampsia, by Dr. Angus Macdonald,” 
167; ‘*The Students’ Guide to the 
Practice of Midwifery,” by Dr. Lloyd 
Roberts, second edition, 308°; ‘* Lec- 
tures on the Diseases of Women,” by 
Dr. Charles West, fourth edition, 374 ; 
*‘A System of Medicine,” by Dr. 
Russell Reynolds, vol. vy. on diseases of 
the female reproductive organs, 440 ; 
“The Principles and Practice of 
Gynecology,” by Dr. T. A. Emmet, 
498; ‘‘A Manual of Midwifery for 
Midwives,” by Dr. Fancourt Barnes, 
568; “Deaths in Childbed and our 
Lying-in Hospitals,” by Dr. A®neas 
Munro, 571 ; “Clinical Lectures on the 
Diseases of Women, delivered in St. 
Bartholomew’s Hospital,” by Dr. Mat- 
thews Duncan, 63 

Reynolds, Dr. Russell, ‘‘A System of 
Medicine,” vol. v., on diseases of the 
female reproductive organs, review, 
440 

Ritchie, Dr., specimen of head of a tape- 
worm which complicated the early 
_months of pregnancy, 380 

Roberts, Dr. Lloyd, ‘‘The Student’s 
Guide to the Practice of Midwifery,” 
review, 308 

Roper,--Dr;. “G:, 
delivery, 30 

Routh, Dr., notes of a case of extra- 
uterine pregnancy, 97 a 


fatal embolism after 


GAVAGE, Dr. Thomas, extirpation by 
gastrotomy of the fibroid uterus, 605 

Schafer, Prof., report of experiments on 
the transfusion of blood, 640 

Schofield, Dr. R. H. A., drawing and 
notes of a monster, 30 

Schiicking, Dr., spaying for the cure of 
hysteria, 672 

Schultze, Dr., the treatment of obstinate 
retroflexion of the uterus, 343; an aid to 
the diagnosis of large ovarian tumours, 

,, 471 

Simpson, Prof., specimen of carcinoma of 
cervix of uterus, &c., terminating fatally 
by rupture of the uterus, 33 ; carcinoma 
of vagina in a pregnant female, notes 
of, 34; specimen of a female anence- 
phalous foetus with spina bifida, 102 ; 
of foetus with bony markings, 102, 103 ; 
of vascular decidua, 103; of fibroid 
polypus, 104 ; application of Tarnier’s 
forceps, 379; note of a case of acci- 
dental hemorrhage, with preparations, 
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380 ; observations on some forms of 
sterility and on placenta praevia in first 
labours, with illustrative cases, 380; 
head flexion in labour, 509; ex- 
hibit of Simpson’s forceps fitted with 
Tarnier’s traction-rod, 514; on dystocia 
with dorsal displacement of the arm, | 
520; notes of a case of fibroid tumour 
expelled by subcutaneous injections of 
ergotin, 597; the use of the volsella in 
gyneecology, 647 

Sims, Dr. Marion, method of excising 
the cancerous cervix uteri, 603 

Sippel, Dr., case of a female hermaphro- 
dite, 543 

Smith, Dr. Heywood, on the treatment of 
the pedicle in ovariotomy, 487; speci- 
men of uterus removed by gastrotomy, 
639 

Spaying, the operation of, for some of the 
disorders of menstrual life, by Dr. 
Goodell, 340 ; for the cure of hysteria, 
by Dr. Schiicking, 672 ; the results of, 
in the sexual disorders of women, by 
Dr. Ileran, 674 

Spermatozoa, the behaviour of, in the 
vagina and uterus, by Dr. D. Hausman, ~ 
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- Spiegelberg, Prof., the treatment of the 


pedicle in ovariotomy, 339; the neces- 
sity for plastic operations in lacerations 
of the cervix, 344 

Stadfeldt, Dr. A., on the physiological 
asymmetry of the head of the fcetus, 
and the mode of its accommodation 
during labour, 92; labour obstructed 
by pelvic tumours ; in special regard to 
laparo-hysterotomy, laparo-elytrotomy, 
and hystero-ectomy, 201, 273, 345, 
409 

Statistics, a contribution to midwifery, by 
Dr. M. M. Bradley, 556 

Stem, a new intra-uterine, by Mr. A. 
Wiglesworth, 291 

Stephenson, Dr. W., on the changes of the 
cervix uteri during labour in their bear- 
ings on practice, 129 

Sterility, observations on some forms of, 
&c., by Prof. Simpson, 380 ; causation 
of, by Dr. Levy, 471 

Swayne, Dr. J. G., are first labours more 
dangerous than others? 66 

Syphilis, on the present state of know- 
ledge as to the inheritance of, by Prof. 
Ag Weill ir, 72 


AIT, Mr. Lawson, note on the prin- 

ciple of circular constriction in the 
extra-peritoneal treatment of the pedicle 
in ovariotomy, 19; uterine dilators, 
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379, 584; a new method of opera- 
tion for repair of the female perineum, 
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Tenting, on, by Mr. F. C. Coley, 14 

Thorburn, Dr., exhibit of new form of 
midwifery forceps, 234 

Thornton, Mr. K., fibroid tumour removed 
by gastrotomy during pregnancy, 234; 
report on Mr. Cullingworth’s specimen 
of solid tumours of both ovaries, 640 

Thrombosis, abortion followed by septi- 
cemia and fatal cardiac, by Mr. J. T. 
Musgrave, 31 

Transfusion of blood, report of experi- 
ments on the, by Prof. Schafer, 640; 
a case of, by Dr. Kidd, 656 

Trenholme, Dr. E. H., the value of the 
Hodge pessary in retroflexions and ver- 
sions of the uterus, 545 

Tumour, specimen of a, removed from the 
uvula of achild, by Dr. Craig, 103 ; of 
a fibroid, removed by gastrotomy during 
pregnancy, by Mr. K. Thornton, 234 ; 
specimen of a calcified fibroid, by Dr. 
Duncan, 596 ; notes of a case of fibroid, 
expelled by subcutaneous injections of 
ergotin, by Prof. Simpson, 597 


jet eee Cord, expression of the, 
by Dr. Matthews Duncan, 588 ; 
specimen of, with torsion of the vessels, 
by Dr. Young, 596; of thick gelati- 
nous, by Dr. Cleveland, 639 

Underhill, Dr., note on adherent prepuce 
as a common cause of phimosis in young 
children, 654 

Uterine decidua, detachment of, without 
interruption to pregnancy, by Dr. Play- 
fair, 584 

Uterine dilators, new invention by Mr. 
Lawson Tait, 379, 584 

‘‘ Uterine Polarity,’ notes on, by Dr. F. 
H. Champneys, 609 

Uterus, chronic inversion of, reduced by 
means of elastic pressure, by Dr. J 
Williams, 21 ; specimen of unilateral, 
and kidney (solitary) with two ureters, 
by Dr. Braxton Hicks, 28 ; spontaneous 
inversion of the, induced by the pre- 
sence of a fibroid, &c., by Dr. Lombe 
Atthill, 43; the auxiliary forces con- 
cerned in the circulation of the pregnant 
uterus and its contents in woman, by 
Dr. Braxton Hicks, 200; the treatment 
of obstinate retroflexion of, by Dr. 
Schultze, 343; note of a case of 
spasmodic contraction of the lower 
segment of the, during the first stage of 
labour, by Dr. Macdonald, 397 ; extir- 
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pation of the cancerous, by Dr. von 
Massari,|_ 405; by Dr. F. J. Koch, 
406; by Dr. Bruntzel, 467 ; the influ- 
ence of the brain and spinal cord on 
contractions of the, by Dr. Hauch, 466 ; 
chronic inversion of the, by Dr. Gervis, 
473; note on senile prolapsus of the, 
by Dr. Croom, 510; specimen of defi- 
cient development of the, atresia of the 
externum, atrophy of the ovaries, in- 
sanity, by Mr. A. Doran, 578 ; speci- 
men of a, and two ovarian tumours, by 
Dr. Keiller, 589; extirpation by gas- 
trotomy of the fibroid, by Dr. T. 
Savage, 605 ; a case of fibroid tumour 
of the, &c., by Mr. T. Chambers, 623 ; 
specimen of, removed by gastrotomy, 
by Dr. Heywood Smith, 639; case of 
acute inversion of the, by Dr. Darby, 
662; the results of Freund’s operation 
for total extirpation of the cancerous, 
673 

Uvula, specimen of tumour of, removed 
from a child, by Dr. Craig, 103 


VAGINA, carcinoma of, in a pregnant 
female, 34; case of pustular inflam- 
mation of, by Dr. G. E. Herman, 219; 
the operative treatment for congenital 
absence of the, with retention of 
menses, by Dr. Galabin, 360; note of 
a case of blood cyst of the, by Mr. 
Cullingworth, 438 
Vaginal cyst, specimen of fluid from, by 
Dr. Buist, 509 
Vesicular mole, condition of the uterus 
in hydatiniform degeneration of the 
chorion, or, by Dr. Braxton Hicks, 
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Volsella, the use of the, in gynecology, 
by Prof. Simpson, 647 - 


WEL, Prof. A., on the present state 
of knowledge as to the inheritance 

of syphilis, 1, 72 

West, Dr. Charles, ‘‘ Lectures on the 
Diseases of Women,” fourth edition, 
with numerous additions by Dr. 
Matthews Duncan, review, 374 

Wiglesworth, Mr. A., a new intra-uterine 
stem, with remarks, 291 

Williams, Dr. Cornelius (U.S.), a case of 
supposed tubal pregnancy, terminating 
by expulsion of the foetus through the 
natural passages, 198 

Williams, Dr. John, chronic inversion of 
the uterus reduced by means of elastic 
pressure, 21 
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Wilson, Dr. H. S. specimen of malformed 
foetus, 29; of the second child in a 
case of twins, where the head was 
hydrocephalic, 380; of foetus and pla- 
centa from acase of accidental heemor- 
rhage, 509; of a placenta with com- 
mencing hydatigenous degenerations, 


wileon, Dr. J. O., report of a case of 

‘ puerperal eclampsia, 590 

‘««WWomen, Lectures on the Diseases of,” 
by Dr. Charles West, review, 374 5 
‘¢ Clinical Lectures on the Diseases of, 


delivered in St. Bartholomew’s 
Hospital,” by Dr. Matthews Duncan, 
review, 635 


YOUNG, Dr. David, cases illustrative 
of careless management of the third 
stage of labour, &c., with some remarks 
on the management of that stage, 551 
Young, Dr. James, endometritis and me- 
norrhagia treated by intra-uterine medi- 
cation, 155; specimen of an oblong 
placenta, 515; of umbilical cord with 
torsion of the vessels, 596 
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